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THE MONTH 


“THE menopause or climacteric is the phase of life which bridges the gap 
between normal ovarian activity and senescence of the ovaries’. “The ten- 
dency to attribute to “the change of life” a multitude of 

The subjective symptoms occurring in women over 40 is deplored’. 
Symposium ‘The “change” is a medical dustbin which has served its day, 
but with the arrival of hormone therapy the dustbin may not 

be as safe as formerly. . . . The family doctor may find in retrospect that his 
chief therapeutic weapon is not cestrogens but sympathy’. These quotations 
from the first three articles in our symposium this month on “The Meno- 
pause’ typify the attitude of all the contributors. In other words, the meno- 
pause is a normal stage in the life of a woman which has been surrounded 
by an aura of mystery and anxiety for which there is no physical basis, and 
the main medical interest is the possibility of the associated menstrual 
irregularity preventing the early diagnosis of uterine or cervical carcinoma. 
To some this may appear an oversimplification but, whatever may be the 
reaction of the individual reader, it is significant that those with most ex- 
perience of the management of this disturbing period of life should be 
unanimous on the point. It may be difficult for the harassed general practi- 
tioner to review the problem quite so objectively, but even he will agree 
with Professor McLaren that ‘most women sail into the calm waters of the 
menopause fairly contented to be their age and prepared to accept their 
slightly altered physiological state’. The problem is how to persuade the 
minority to do the same. Perhaps the rising generation of women with their 
more rational outlook on menstruation—as a normal phenomenon and not 
‘the curse’ of their mothers—may be able to accept the cessation of men- 
struation with the same equanimity as its onset. But female folklore dies hard. 





Now that ‘the tumult and the shouting’ with which the so-called tran- 
quillizers were hailed within and without the profession have died down, 

the time has come for the experts to assess their true 
Tranquillizers significance. The task will be far from easy, but an excellent 
; beginning has been made by a study group of the World 
Health Organization, under the chairmanship of Professor E. Lindemann 
of Harvard. In their report (‘Ataractic and Hallucinogenic Drugs in Psy- 
chiatry’. H.M. Stationery Office, price 3s. 6d.) the group points out that 
much of the present confusion arises from the fact that the incidental dis- 
covery of the ‘tranquillizing’ action of the antihistamine compounds, and 
the rediscovery of the similar action of the Rauwolfia alkaloids came at a 
time when our knowledge of the physiology and biochemistry of the central 
nervous system was still in a tenuous state. The result has been that, not 
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only have new techniques had to be worked out for the evaluation of psy- 
chopharmacological preparations, but there are so few data upon which tech- 
niques can be based. If this applies to laboratory experiments in animals, it 
applies even more to attempts at assessing the effect of these drugs in man. 
In addition to reviewing and discussing all the many problems involved, 
the group puts forward a provisional classification of these drugs whici 
should provide a most useful working basis. Of the six major groups into 
which they subdivide these drugs, the first are the ‘major tranquillizers or 
neuroleptics’. These include chlorpromazine and its derivatives and reser- 
pine and its derivatives. They have a general depressant effect on most 
cerebral functions but do not induce anesthesia. They have a greater effect 
on the unlearned reactivity than the learned reactivity, and they suppress 
a number of autonomic, especially sympathetic, centres. The second group 
are the ‘minor tranquillizers’, which include phenothiazine derivatives such 
as promazine, and benzhydryl derivatives such as chlorcyclizine. The third 
group, the ‘hypnosedatives and tranquillosedatives’, include meprobamate 
and mephenesin. They exert a sedative action in small and moderate doses. 
The fourth group are the ‘anti-acetylcholine drugs with marked psycho- 
tropic effects’. Benactyzine comes into this group. It has no sedative action, 
but ‘markedly affects stress-induced behaviour in controlled situations’. The 
remaining two groups are the ‘stimulant (psychoanaleptic or psychotonic) 
drugs’ (e.g. amphetamine and iproniazid) and the ‘hallucinogenic or psy- 
chosomimetic agents’ (e.g. mescalin and lysergic acid diethylamide). 


No better example could be quoted of the incalculable harm that can be 
done by a small vocal minority, using as their ammunition quotations taken 

from their context, than the current campaign against the 
Fluoridation fluoridation of water supplies as a preventive against dental 

caries. All the evidence points to this being both an efficient 
and a safe measure. To take only two recent reports: in our March issue 
(p. 392) we quoted a report from Philadelphia which showed that four years’ 
fluoridation of the public water supply had been followed by a decrease 
of nearly 50 per cent. in the caries rate in children, whilst in this issue 
(p. 657) we summarize a report from Maine showing a reduction in the 
average number of decayed, missing and filled permanent teeth by more 
than a half among the children aged 6 to g years. 

So far as safety is concerned the position was admirably summed up by 
Professor Ernest Matthews in his review of ‘Advances in Dentistry’ last 
October (The Practitioner, 1958, 181, 503): ‘For generations communities 
in various parts of the world have been using drinking water which contains 
fluorine in the recommended quantity and even five times as much but, as 
Hurny (1953) has shown in Sweden, apart from mottled enamel, no cases 
of fluorosis have been found among these people’. Further evidence in 
favour of the safety of the procedure is now forthcoming in the form of a 
report submitted by the Royal Swedish Medical Board to the Swedish 
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Government: ‘In the opinion of the Board the inquiry carried out has 
shown that fluoridation of public water supplies does not involve any 
demonstrable health hazards even in prolonged consumption of the water’. 
There will be many who will echo the cri de ceur of a medical officer of 
health in his recent annual report: ‘What in Heaven’s name is preventing 
millions of children in this country from being given what they desperately 
need to save half their teeth from rotting? Believe it or not, it seems to be 
a tiny minority of people, almost all of whom know next to nothing about 
the subject and have totally unscientific minds’. 


BETWEEN 1935-38 and 1952-54 the number of illegitimate births (live and 
still) per 1000 unmarried mothers aged 15-44 practically doubled, rising 

from 5.7 to 10.4 per 1000. In 1938-39 about 15 per cent. 
Illegitimacy of all maternities were conceived out of wedlock and over 

70 per cent. of these were regularized by marriage; the 
comparable figures for 1954-55 were 12.5 and over 60 per cent. respectively. 
The percentage of illegitimate to total births in 1953-55 ranged in county 
boroughs from 8.5 in Blackpool to 2.4 in Wigan, and in counties from 7.5 
in London to 2.9 in Durham and Glamorganshire. Mothers aged under 20 
have the highest proportion of illegitimate maternities (173 per 1000 
maternities) and those aged 25-29 the lowest (32). The rate then increases 
with the age of the mother—to 59 at ages 40-44. Some 60 per cent. of the 
mothers of illegitimate children are single, 20 to 30 per cent. are married, 
and 10 to 15 per cent. are widowed or divorced. 

These are some of the facts and figures produced by E. R. Bransby and 
Rachel A. Elliott (Monthly Bull. Minist. Hith Lab. Serv., 1959, 18, 17) in 
an interesting review of a social problem which still eludes satisfactory 
solution. In trying to assess trends the view is expressed that ‘there is a 
particular section of society which is the main source of illegitimacy, and 
that such factors as the falling age at marriage are unlikely to reduce the 
flow of illegitimate births to any significant extent. . . . The search for the 
roots of illegitimacy must be directed towards this “hard core” ’. So far 
as ameliorating the lot of the child is concerned, it is noted that ‘most 
illegitimate children seem to settle happily where the mother marries or is 
a partner in a stable cohabitation’. There are, however, three circumstances 
in which the child is not likely to have a satisfactory home background: 
(a) where the mother keeps the child and continues to live single; (b) where 
the mother is loose-living and does not form any stable attachments; (c) in 
the case of problem families among whom illegitimacy is frequent. 


SUPPOSITORIES have never been a particularly popular form of medication 
in this country. Unlike our Continental colleagues we have retained the 
somewhat old-fashioned view that the mouth was the 
Suppositories natural orifice for ingestion and that the other end of the 
alimentary tract was best left for its natural excretory 
function. Official approbation of this traditional view was given when the 
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monograph on suppositories was deleted from the 1958 edition of the 
British Pharmacopeia. ‘The Pharmaceutical Council has been rather more 
cautious in its approach to the subject and, whilst it deleted eight sup- 
positories from the current issue of the British Pharmaceutical Codex, it 
retained eight. The British National Formulary has kept more or less in 
step with the Codex and includes seven. 

Although we are unlikely to change our conventional views on the sub- 
ject, it is of more than passing interest to note that, according to the 
Chemist and Druggist, a market survey of the use of suppositories in West 
Germany shows that they have been increasingly used during the last two 
years for the administration of sedatives, and ‘nerve, heart and asthma 
preparations’. This increased use of suppositories is attributed in large 
measure to the availability of suppository excipients superior to the pre- 
viously ubiquitous cocoa butter. It is also said that they are preferred by 
patients—sometimes in preference to oral administration, but more often 
in preference to injections. Is it possible that the current tendency on the 
part of practitioners to wield the hypodermic needle may lead to the 
suppository becoming popular in this country, especially if the new 
excipients are really effective? This is a possibility that cannot be over- 
looked, and the patient cannot be blamed if he revolts in this way against 
being converted into a human pin-cushion. 


IN her stimulating weekly article in the Nursing Times, the correspondent 
who writes under the pseudonym of ‘Wrangler’ has recently raised the 

question of why matrons are almost invariably expected to live 
Matrons in in hospital (Nursing Times, 1959, 55, 50). The answer would 
Residence seem to be a combination of conservatism and sheer inertia. 

Like so much in nursing, it always has been done, and it has 
occurred to no-one in authority to consider whether it is really necessary or 
—what is more important—whether it has any disadvantages or drawbacks. 
It may be that matrons prefer to ‘live in’ but, as Wrangler asks, is it un- 
reasonable to suppose that she should at least have the opportunity of living 
a life apart from her work and a salary that would enable her to do so and 
to employ a. housekeeper? 

If a hospital is adequately staffed it is difficult to think of any good reason 
why a matron should be compelled to live in her hospital. Presumably, as 
Wrangler points out, she has a responsible deputy who can deal with any 
emergencies at night whilst ‘if a fire breaks out it is obviously courteous to 
inform the matron, but more practical to summon the fire brigade’. It is 
unreasonable, and the antithesis of efficient organization, to expect any one 
individual to be on call night and day for a hospital. The time has obviously 
come for hospital authorities to revise their time-honoured regulations and 
allow their matrons to live in or out, as they like, and to ensure that they 
are supplied with deputies and sufficient staff to take over when they are 
off duty. 





THE ENDOCRINOLOGY OF 
THE MENOPAUSE 
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Consultant Obstetrician and Gynecologist, Western General Hospital, Edinburgh; 
Lecturer in Gynecological Endocrinology, University of Edinburgh 


THE menopause or climacteric is the phase of life which bridges the gap 
between normal ovarian activity and senescence of the ovaries. This is a 
phase of endocrine adjustment, associated with a decline in ovarian activity. 
It may be short or long, depending upon the progression of ovarian 
senescence. Although the terms menopause and climacteric are often used 
synonymously, the term climacteric describes more adequately the transi- 
tional phase of endocrine imbalance which generally occurs between the 
ages of forty-five and fifty, and varies in duration from one to five years. The 
menopause indicates the most important phenomenon during this epoch, 
namely the cessation of menstruation. The average normal menstrual life 
lasts thirty-four years and the menopause occurs on an average at the age of 
forty-seven and a half years. It is often stated that the earlier the menarche 
the later the menopause, and vice versa. There is no statistical evidence to 
support this view. 


CHANGES IN THE OVARY 

Menstruation ceases when the excretory (ova-producing) and secretory 
(hormone-producing). potentialities of the ovary have become exhausted. 
Waldeyer’s original concept that germ cells or primary oécytes are aug- 
mented or replaced during postnatal life by new germ cells which dif- 
ferentiate from the ovarian ceelonic or germinal epithelium is no longer held. 
It is now believed (Witschi, 1948) that all the germ cells are present in the 
ovary at birth (fig. 1). They have their origin in the entoderm of the yolk 
sac, and migrate during intra-uterine life from their extra-gonadal origin to 
the genital area. Block (1951a, b; 1952, 1953) has estimated that the average 
number of primary oécytes in the ovaries at birth is 733,000, and that by 
the time puberty is reached this number is reduced to 328,000. During re- 
productive life (fig. 2), some 400 primordial follicles attain full maturation 
and rupture on the surface of the ovary;a host of others are lost in follicular 
atresia. After the menopause there is more or less complete absence of 
primordial follicles in the ovary, which consists for the most part of fibrous 
tissue (fig. 3). 


THE PITUITARY-OVARIAN MECHANISM 
Normal menstruation—that is menstruation preceded by ovulation—indi- 
cates a balanced pituitary-ovarian mechanism, a full and complete ovarian 
cycle, and normal responsiveness of the uterine endometrium to the stimulus 
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of the ovarian hormones. The pituitary-ovarian mechanism, whereby the 
gonadotrophic hormones of the anterior pituitary gland stimulate the secre- 
tions of the ovarian hormones, which in turn, on attaining a certain critical 
concentration, have an inhibiting effect on gonadotrophic pituitary activity, 
persists as long as 
there are primordial 
follicles in the ovary 
capable of responding 
to the pituitary stimu- 
lus. Ovarian activity 
ceases when the ovary 
has become depleted 
of primordial follicles; 
there is no further 
ovarian secretion of 
cestrogen and proges- 
togen. The uterine en- 
dometrium remains Petar nallile* 
quiescent and men- Fic. 1 —Section of foetal ovary 
struation ceases. On 
withdrawal of the 
ovarian hormones, the 
anterior pituitary, now 
uninhibited, continues 
to secrete its gonado- 
trophic hormones in 
amounts which can be 
readily detected in the 
blood and urine. The 
penny geuandetre- Fic. 2.—Schematic representation of section of 
phins continue to be ovary during reproductive life 

excreted in the urine, 

with little or no variation in concentration, into old age (Jones and 
MacGregor, 1937). Although the ovaries cease to function as hormone- 
secreting organs after the menopause, nevertheless detectable amounts of 
cestrogen and pregnanediol—an end-product of progesterone metabolism— 
continue to be excreted in the urine (Robson et al., 1934; Klopper et al., 
1957). The amounts excreted are comparable to those found in the urine of 
the adult male. As they disappear from the urine after bilateral o6phorec- 
tomy and bilateral adrenalectomy they most probably represent the adrenal 
secretion of the hormones. 

Androgens continue to be secreted by the adrenals after the menopause. 
It has been suggested (Ross et al., 1941) that the uninhibited pituitary 
gonadotrophins cause an increased androgen secretion, at least temporarily. 
It is probable, however, that the adrenal androgen secretion continues at a 
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normal level, but that its excretion may be relatively increased as a result of 
the withdrawal of the opposing cestrogenic hormone. 
Clinical evidence suggests that in some women the excretory activity of 
the ovary may cease a considerable time before its secretory activity. This 
indicates that some 
women may continue 
menstruating at regu- 
lar or irregular inter- 
vals in the absence of 
ovulation. They bleed 
from an endometrium 
stimulated by ceestrogen 
only. This form of 
menstruation — so- 
called anovular men- 
struation—is not un- 
common during the 
first few months or 
even years of menstrual 
life. Sharman (1955) 
investigated this question in menopausal women by a histological study of 
multiple biopsy specimens removed from women between the ages of forty 
and fifty-two. He found that of the premenstrual specimens, 75 per cent. 
were ovular (secretory) in the age-group forty to forty-five, whilst only 60 
per cent. were ovular in the age-group 46 and over. In a recent study we 
investigated this question in a different way. 


The histological reports of endometrium removed from women between the ages 
of forty and fifty-two, which were examined in the department of obstetrics and 
gynzcology, Edinburgh University, during the year 1954, were studied. According 
to the menstrual data, 849 specimens had been removed after the 16th day of the 
menstrual cycle, and of these 414 were in the secretory and 435 in the proliferative 
phase. In the forty to forty-five age-group 57.3 per cent. of the specimens were 
ovular, whereas in the forty-six to fifty-two age-group only 39 per cent. of the 
specimens were ovular. Although the material was undoubtedly highly selective, in 
that in the majority of cases there was an indication, such as bleeding, for the 
curettage, nevertheless the findings show a definite trend and tend to confirm 
Sharman’s findings. 


THE MODE OF TERMINATION OF MENSTRUATION 

The degree of hormonal imbalance at the menopause surely depends upon 
the mode of termination of the menstrual cycle, and consequently on the 
rate of withdrawal of the ovarian hormones. Abrupt withdrawal may upset 
thyroid, adrenal and pancreatic activity, whereas gradual withdrawal per- 
mits time for hormonal adjustment, with consequent little, or no, effect on 
the general endocrine balance. 

Although there is considerable variation in the mode of termination, it 
generally follows one of three more or less distinct patterns. 

(1) The interval between the menses increases and the menstrual loss 
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gradually diminishes until menstruation finally ceases. This is the most 
frequent and most favourable form of termination, which probably occurs 
in 75 to 80 per cent. of women. This method of termination is due to a 
progressive unresponsiveness of the ovary to the stimulus of the pituitary 
gonadotrophins. There is a partial development of one or several primordial 
follicles, with subnormal cestrogen secretion, which induces a modified pro- 
liferative reaction in the uterine endometrium. (:strogen production con- 
tinues at the subnormal level, but eventually it is inadequate to maintain 
the proliferated endometrium which breaks down, with consequent bleeding. 
This phenomenon continues as long as there are primordial follicles in the 
ovary, and when these have been exhausted, menstruation finally ceases. 
The gradual reduction in cestrogen secretion over several months is favour- 
able, in that it gives time for the endocrine system to adjust itself to the 
withdrawal of the ovarian cestrogens. Women whose menstrual cycle ceases 
in this way generally pass through the climacteric with little or no 
disturbance. 

(2) Menstruation ceases abruptly, without any preceding change in the 
rhythm or amount of blood loss. This manner of termination is not common, 
apart from surgical removal or irradiation of the ovaries, and when it does 
occur there is often, though not invariably, a history of some psychosomatic 
trauma, such as grief, or emotional disturbance to account for it. The modus 
operandi of the cessation of menstruation is for the most part similar to that 
which occurs in secondary amenorrheea of hypothalamic or psychosomatic 
origin. The effect of the trauma is reflected in the higher cerebral centres 
which transmit inhibitory impulses through the hypothalamus to the anterior 
pituitary gland. The direct result is pituitary hypofunction and consequently 
ovarian inactivity which varies in degree. The pituitary hypofunction may 
persist for varying periods of time, during which the ovary undergoes regres- 
sive and senile changes. When menstruation is abruptly suspended by 
bilateral odphorectomy or irradiation of the ovaries, the endocrine system 
may react violently to hormonal imbalance associated with abrupt with- 
drawal of the ovarian secretions. This is evidenced by the varying vasomotor 
manifestations which are often conspicuous and often cause considerable 
mental and physical distress. The vasomotor manifestations are undoubtedly 
due to the endocrine disturbance precipitated by cestrogen withdrawal, as 
they can be readily controlled by cestrogen administration. 

(3) There may be episodes of excessive blood loss, either at regular or 
prolonged intervals or phases of acyclic bleeding before menstruation finally 
ceases. Episodes of irregular bleeding should not, however, be regarded as 
natural and inevitable, but viewed with suspicion, and not considered dys- 
functional in origin until malignancy has been excluded. This necessitates a 
curettage of the uterus. Only when pathological lesions have been excluded 
can the bleeding be viewed as dysfunctional in origin. The hormonal 
disturbance is similar to that which occurs in the first and most frequent 
mode of termination of menstruation. It varies only in degree. Follicular 
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maturation is more pronounced, but never attains full development, so that 
ovulation does not occur. Estrogens are secreted at a sustained concentration 
which has a profound effect on the uterine muscle and uterine endometrium; 
the muscle tissue undergoes true myohyperplasia; the endometrium be- 
comes markedly proliferative, exuberant and sometimes polypoidal. Even- 
tually intra-follicular tension becomes so marked as to interfere with its 
blood supply, so that there is a reduction in the amount of hormone passing 
into the general circulation, or the sustained cestrogen secretion is inadequate 
to maintain intact the highly proliferative endometrial structure. Whatever 
the cause, the endometrium breaks down with continuous, irregular, or 
excessive bleeding. The bleeding is continuous because the cestrogen secre- 
tion is maintained, albeit at a reduced level. The amount of blood loss 
depends more upon the cestrogen concentration than the degree of prolifera- 
tion of the endometrium. 

The method of management adopted for menopausal dysfunctional bleed- 
ing affects quite appreciably the incidence of post-menopausal sympto- 
matology. Any method resulting in sudden withdrawal of the cestrogenic 
hormone, particularly in women below the age of forty-five, may be followed 
by a considerable reaction. 


EARLY AND LATE MENOPAUSE 

There is no greater variation in the hormonal pattern when the menopause 
occurs before the age of forty—menopause praeecox—than when it occurs at 
the average age. It is of interest and of considerable significance, however, 
that menopause precox is rarely associated with any untoward menopausal 
manifestations. Similarly, the pattern is the same when the menopause is 
delayed beyond the age of fifty and, although it is believed that some con- 
ditions such as fibromyoma of the uterus delay the menopause and that 
women who develop carcinoma of the body in late life also have a delayed 
menopause, there is no conclusive evidence to support this view. 


It is a pleasure to acknowledge my indebtedness to Professor R. J. Kellar for the 
facilities afforded me in his Department. 
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IN its literal restricted sense, the term ‘menopause’ means ‘cessation of 
menstruation’. By common usage, however, it has become synonymous with 
‘climacteric’, which means ‘a critical phase in human life’. The resulting 
confusion in terminology is regrettable. The climacteric is essentially a 
transitional phase of one to five years during which the genital organs undergo 
involution and the hormonal balance and general metabolism are re- 
adjusted in response to the cessation of ovarian activity. Thus, the menopause 
is merely an episode occurring during the phase of the climacteric. To be 
pedantic therefore, in the present context we shall be dealing with the 
manifestations of the climacteric, one of which is the menopause. 


AGE AND TYPE 

Age.—The normal menopause in this country usually occurs between the 
ages of 45 and 50, with an average of 48 years, but there are wide variations 
in both directions. Thus, about 25 per cent. of women cease to menstruate 
before 45, and 25 per cent. after 50. To some extent the age of incidence is 
influenced by economic and social status and particularly by familial and 
racial factors. There is no evidence to support the view that age of menarche, 
type of cycle, number of pregnancies, marriage, climate or environment have 
any influence on the age of incidence. 

Type.—There is usually a gradual reduction in amount and duration of 
the periods accompanied by lengthening of the cycle, but occasionally the 
cessation is abrupt and complete. Other types of menopause, particularly 
associated with frequent, irregular or excessive loss, must always be regarded as 
abnormal and demand full and immediate investigation. Furthermore, even 
regular and apparently normal menstruation after the age of 55 should be 
regarded with suspicion. 


PHYSICAL CHANGES 
Physical changes associated with the normal climacteric occur locally in the 
genital tract and generally in other parts of the body. The ovaries shrink, 
follicles and corpora lutea disappear, and the whole structure is gradually 
replaced by fibrous tissue. The Fallopian tubes and uterus undergo similar 
atrophic changes. The endometrium shrivels to a thin layer containing a 
few glandular remnants. The vaginal cervix gradually disappears until the 
external os is commonly represented by a dimple in the smooth vaginal vault. 
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The vagina loses its shape and capacity to become tubular, or even tent- 
shaped with obliteration of the fornices. Its lining epithelium is thin and 
contains little glycogen or cestrogen. Combined with the virtual disap- 
pearance of Déderlein’s bacilli, this results in a rise in the pH, rendering the 
vagina and sometimes the interior of the uterus more susceptible to infection 
by pyococci and other organisms—hence the tendency to so-called senile 
vaginitis, endometritis and occasional pyometra. The vulva shows loss of fat 
from the mons veneris and the labia majora, the labia minora and clitoris 
shrink considerably, and the vaginal introitus narrows. It must be remem- 
bered that there is considerable variation (in both directions) in these 
atrophic changes throughout the genital tract. In some quite elderly women 
the organs remain remarkably young; in others the atrophy proceeds to a 
degree far beyond the normal, resulting in painful atrophic vulvitis and 
urethritis, kraurosis vulve and dyspareunia. Shedding of pubic and axillary 
hair is associated with senescence rather than the climacteric. 

General physical changes take the form of coarser features, obesity, 
especially of the shoulders, waistline and breasts, and hirsuties. Obesity is 
often associated with increased appetite due rather to emotional stress than 
to endocrine dysfunction, and is therefore controllable. Indeed, a proportion 
of women lose, rather than gain, weight at this time. 


PSYCHOLOGICAL CHANGES 
Psychological changes are relatively common, and a clear and sympathetic 
appreciation of them is essential to the successful management of the climac- 
teric woman. Disturbances vary widely, influenced largely by the natural 
temperament, nervous make-up and background of the individual. The con- 
tented, busy, and well-adjusted woman with a happy family background is 
likely to be least affected and to suffer no ill-effects apart from slight 
emotional instability. The naturally nervy, apprehensive, discontented, sel- 
fish or under-occupied type is always a candidate for the more profound 
changes. Imbued with false ideas culled from her own imagination, from 
friends or magazines, she views the approach of the ‘change of life’ with 
horror and dread. It is to her the beginning of old age, the end of family and 
sex life, the loss of femininity. Her looking-glass seems to reflect this view. 
Other coincidental factors seem to confirm it. Her husband at this stage may 
naturally become less demonstrative, her grown-up children are independent 
of her; custom tends to turn routine into drudgery. A little more time in 
which to reflect on anxieties—and family life has lost its first lustre. A 
softening-up process is under way, the cumulative effect of which is to 
produce a multitude of minor psychosomatic complaints and ailments, often 
long before the menopause. The situation has undoubtedly been aggravated 
by the tendency on the part of doctors to attribute any subjective symptoms 
in a woman over forty to the ‘change of life’. It is probably accurate to say 
that symptoms truly attributable to the climacteric do not occur until after 
menstruation has ceased, but they may arise and continue years afterwards. 
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It follows that symptoms arising before complete amenorrheea are strictly 
psychogenic in origin and should be appropriately labelled and treated. It 
is misleading and may be harmful to attribute them to the ‘change of life’. 


SYMPTOMS AND SIGNS 
So-called ‘menopausal symptoms’ manifest themselves after the ovaries 
cease to secrete cestrogens: i.e. after the cessation of menstruation. It is 
during this phase of metabolic and hormonal adaptation that disturbances of 
varying degree may occur. It is for this reason that the term ‘climacteric’, as 
previously suggested, would be more accurate than ‘menopausal’. 

It should first be emphasized that, although the majority of women 
experience some disturbance during this phase, only about 20 to 25 per cent. 
need to consult their doctors, and not more than 5 to 10 per cent. need more 
than simple explanation and reassurance. From what has been previously 
said, it will also be clear that antecedent nervous states and emotional 
instability have a profound influence on the severity of these symptoms, 
which fall into the following groups. 

Cardiovascular.—‘Hot flushes’ in the form of waves of heat over neck and 
face, accompanied by actual blushing and sometimes followed by sweating, 
are probably the most common manifestations of the menopause. Some- 
times the sense of heat spreads to the whole body and occasions great dis- 
comfort and embarrassment. The frequency of these waves varies greatly 
between one or two a day and as many as one every few minutes in extreme 
cases. The duration of each ‘flush’ also varies from a few seconds to a few 
minutes. Their occurrence at night may cause quite severe insomnia and 
exhaustion. The cause is an underlying vasomotor instability: hence their 
precipitation and aggravation by excitement, nervousness, apprehension and 
hot atmosphere. When the vasodilatation is followed by vasoconstriction, the 
woman may experience a ‘cold shiver’ or ‘cold sweat’. The practice of using 
the frequency and severity of these ‘hot flushes’ as a yardstick for the assess- 
ment of response to treatment is of doubtful value in women who are already 
apprehensive and introspective. 

Other cardiovascular symptoms are also not uncommon: e.g. palpitation, 
precordial distress and functional arrhythmias. 

Nervous and emotional disturbances, in the form of depression, irritability, 
anxiety, difficulty in concentration, decision and memory, headaches, giddi- 
ness, parzsthesiz and the like, are fairly common, but their significance 
must be carefully assessed against the previous background of the individual. 

Gastro-intestinal symptoms, particularly sudden attacks of abdominal dis- 
tension and flatulence, are commoner than might be supposed from current 
textbooks. They are allied in incidence and etiology to the ‘hot flush’, and 
seem to be aggravated by the same factors. Constipation and flatulent 
dyspepsia are not infrequent. 

Menstrual disorders.—It cannot be too strongly emphasized that any heavy, 
and particularly any irregular, loss during this phase must be fully investigated. 
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No case should ever be labelled ‘menopausal menorrhagia’ and the term 
‘menopausal metropathia’ is only permissible after confirmation. by biopsy 
of the endometrium. The practice of attributing these abnormal losses to 
‘the change’ encourages the perpetuation of this erroneous and dangerous 
concept in the minds of the general public and of the medical student. 
Thereby the early diagnosis of malignant disease in the genital tract, to which 
women in this phase are especially prone, is hampered. It is generally agreed 
that hemorrhage or blood-stained discharge, however slight, occurring six 
months or more after complete cessation of menstruation (post-menopausal 
hemorrhage), has an even more sinister significance: 40 to 50 per cent. of 
such cases are due to malignant disease. 

Atrophic changes.—During the few months or years following complete 
cessation of menstruation, the atrophic changes in vulva, vagina, and uterus 
may progress in some women to a degree sufficient to produce local symp- 
toms and signs. The signs include atrophic vulvitis, vaginitis and endomet- 
ritis with occasional pyometra; the resultant symptoms comprise vulval and 
vaginal ‘soreness’ (not true pruritus), bladder and urethral irritation, dys- 
pareunia, and discharge, occasionally blood-stained. The last-mentioned 
symptom calls for investigation by diagnostic dilatation and curettage, and 
biopsy to eliminate possible malignant disease. 

Miscellanea.—A variety of other signs and symptoms such as arthropathy, 
mastitis, fibrositis, warts and skin pigmentation, and hypertension have long 
been attributed to the menopause or climacteric. Their occurrence, however, 
is probably a coincidence rather than a direct result. 

Finally, it is of interest that in recent years a relationship has been noted 
between the late onset of the menopause, menorrhagia, obesity, glycosuria 
and malignant disease of the uterus. 


. SUMMARY 

(1) Reasons are advanced for the more restricted use of the term ‘meno- 
pause’, and the wider application of the term ‘climacteric’ as descriptive of 
the phase of hormonal and psychological readjustment. 

(2) The general and local physical changes associated with the climacteric 
are described. 

(3) The importance of psychological factors as influenced by factors such 
as heredity, nervous make-up, and domestic background is emphasized, and 
stress is laid upon the need to recognize these factors if successful manage- 
ment is to be achieved. 

(4) The tendency to attribute to ‘the change of life’ a multitude of 
subjective symptoms occurring in women over 40 is deplored. 

(5) The dangerous practice of attributing, without full investigation, any 
form of abnormal bleeding or discharge to the ‘change of life’ is emphasized. 

(6) The symptoms of the climacteric are detailed and the dependence of 
their relative severity upon psychological factors is indicated. 








THE MANAGEMENT OF THE 
MENOPAUSE 


By HUGH C. McLAREN, M.D., F.R.F.P.S., F.R.C.S.Ep., F.R.C.0.G. 
Professor of Obstetrics and Gyneecology, University of Birmingham 


In Scotland when a child has urticaria it is the ‘hives’ coming out, whereas 
fits are due to the ‘hives’ going in; a child smiling in its sleep, why, the 
‘hives’ are just passing through its brain! There is also a convenient folk-lore 
attached to the menopause. Your patient who never eats a bite but weighs 
17 stones will ooze into a chair in your surgery and say: ‘It’s my creaking 
knees, doctor . . . but I expect it’s the change’. Even a husband beating a 
hasty retreat to the pub after a wifely earful may be heard to express a hope 
for calmer times ‘when she is through the change’. The ‘change’ then is a 
medical dustbin which has served its day, but with the arrival of hormone 
therapy the dustbin may not be as safe as formerly. For instance, the 
woman of 49, tense, irritable and lacking in energy, perhaps suffering from 
headaches, in whom we can find nothing relevant on physical examination, 
may be given a course of cestrogens; unless this is given in short, spaced 
courses post-menopausal bleeding with its suggestion of carcinoma of the 
corpus may terminate what is usually a disappointing therapeutic trial. The 
danger lies in the assumption that the hormones alone cause the bleeding. 

When this symposium was announced I asked myself: ‘Why all this about 
the menopause—the cessation of periods?’ After all, men pass through the 
40’s and 50’s and never admit to any form of male ‘pause’; they take note 
of their baldness, grey hairs and middle-age spread, but they just let it 
happen. It seems likely that the reason for interest in the menopause is not 
entirely that our patients come to us with a list of complaints but that mater- 
familias is brought to the doctor or is sent by the little family community 
which she serves. ‘Oh yes’, the community will admit (provided no action is 
required), ‘mother is overworked, has no off duty, has not had a new hat 
since 1935 . . .. but only when her temper starts to flare up or she is found 
unaccountably in tears, is a council of war held. ‘It’s the change’, says 
grandma, ‘she must go to the doctor!’ And a rather embarrassed woman 
presents with not much to tell you, rather apologizing that she has no real 
pain. A careful history, however, may reveal insomnia, perhaps due to 
severe flushes, or a woman annoyed and worried at the fading of her 
married life. 


PREPARING FOR THE MENOPAUSE 
A child of eleven at school is nowadays instructed that quite soon she is 
going to be a big girl and that there are certain secrets she may now share. 
She learns what is meant by her periods, ‘S.T’s’ and all the jargon of 
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menstruation and in due course she takes menstruation in her stride. ‘Thirty 
years later, unfortunately, there is no sensible schoolmistress to advise her 
and her mother may well be the wrong person to advise her, even if she 
could. She may have the wisdom to find out the facts about the menopause, 
perhaps chancing on a useful book such as ‘Women at Forty’ by Mrs. 
Landau, but for most there is little instruction, and this is a pity for much of 
the difficulty ahead is not physical but psychological, and simple explanations 
can help greatly. Take the attractive and devoted schoolmistress or secretary 
who just did not chance to meet and marry the right man; she may find 
herself at 47 rather jumpy and, to her surprise, short tempered. She does 
not like to admit even to herself that marriage is unlikely and that she will 
have no children of her own, and some depression is normal. On the other 
hand, for a mother with children there may be less depression on that score: 
the menopause means simply the end of her reproductive years. Neverthe- 
less, with the children off to their careers and her husband becoming more 
and more absorbed in his job or hobbies, another type of irritation or depres- 
sion may develop from a distaste for household routine aggravated by the 
feeling of being just a housekeeper and no longer the vital lynch-pin of the 
household. Short temper, irritability and depression, aggravated by hot 
flushing and insomnia, may make life very bleak. But I must not build up 
too gloomy a picture for, of course, most women sail into the calm waters of 
the menopause fairly contented to be their age and prepared to accept their 
slightly altered physiological state. 

All will agree that at 45 a woman can be very attractive and often she is 
much better company than when she was a mere 25. If she has daughters 
or the right type of friend at the office she will be encouraged (like French 
women) to wear black clothes of good cut and neat shoes, and occasionally 
to take a copy of Vogue, just to ‘keep in step’. If her husband is the right man 
he will notice these things; he may, if he can afford it, suggest short holidays 
away from the children and domestic routine. He will encourage his wife to 
be herself and not just ‘Mummy’ or (worse) ‘Ma’. Nevertheless, preparatory 
knowledge about the menopause should become easily available, perhaps 
through women’s magazines, to all grades of society. I must say, however, 
that few women from industrial Birmingham come to my hospital clinic 
complaining of menopausal symptoms unless after irradiation when symp- 
toms tend to be severe. But that is not to say that this section of the com- 
munity (providing our outpatients) is immune from menopausal anxiety, 
depression, or flushes. Perhaps they are too shy to ask their doctor for advice. 


INDICATIONS FOR STILB@STROL 
Table I attempts to separate the commoner clinical conditions into: 
(a) those closely related to the pituitary gland and ovaries for which hormone 
therapy is of value, and (b) a vaguely defined group which, although meno- 
pausal, are not definitely related to hormone deficiency or imbalance. 
Group (b) has been labelled under the heading ‘doubtful origin’. 
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If this classification is accepted, the indications for cestrogen therapy 
would be limited :— 

(a) For deficiency: e.g. senility changes in the genital tract causing 
symptoms. 

(b) For the so-called imbalance symptoms: e.g. flushing. 

(c) In carefully selected cases of menopausal nervous instability, but only 
as an experiment enforced by the failure of any other form of treatment. 

The object of cestrogen therapy is to control menopausal flushes and 
sweating without producing cestrogen-withdrawal bleeding—a condition re- 
quiring curettage for complete reassurance that there is no carcinoma of the 





Ovarian hormone deficiency 
Vulvar atrophy Senile vulvitis , 
Vaginal stenosis ?Backache due to osteoporosis 
Senile vaginitis 

Hormonal imbalance 








Disturbed menstruation Flushes and sweating 
Doubtful origin 

Obesity Emotional instability 

Waning libido Palpitations 

Pruritus vulve Dizziness 

Leukoplakia vulve Headache 

Insomnia Joint pains 

Irritability 





TABLE I.—Classification of the commoner clinical conditions encountered 
at the menopause. 
corpus or cervix uteri. Previous treatment of uterine cancer by irradiation 
or surgery is no contraindication to estrogen therapy and courses can be re- 
peated at intervals over many months if need be. A useful initial course is :— 


Stilbeestrol, 0.5 mg. days 1 to 21 
No treatment days 22 to 32 


For subsequent courses a supply of tablets is given with clear instructions 
that only 6 or 8 (3 to 4 mg.) should be taken in a course and only if flushes 
tend to reappear. Treatment can usually cease within twelve to eighteen 
months. 

OBESITY AND THE MENOPAUSE 

Some very fat women are full of vigour and energy but not all fat women 
are so fortunate. Presenting with symptoms of being easily fatigued, the 
patient of 48 must be carefully examined (cardiovascular and respiratory 
systems and blood picture). Her natural weight may be, say, 170 pounds 
(77 kg.) or more and the discomfort of reducing and staying at a lower weight 
may be very depressing and quite unnecessary if all she requires is iron 
therapy. On the other hand, if recent obesity at or about the menopause is 
producing symptoms such as fatigue or lack of energy, or even a lack of 
self respect, it is often of value to reduce weight. Again a careful physical 
examination should precede a little homily on these lines. 


‘Mrs. B., I have examined you and you are quite fit, a first-class life for any 
insurance company, but I think that if you lost weight you would regain your lost 
energy; you will enjoy having a new figure, and your family, especially your husband, 
will be pleased’. 





PY 


ng 


nd 
re- 


he 


yn 








THE MANAGEMENT OF THE MENOPAUSE 551 


A diet sheet, such as Marriott’s Middlesex Hospital diet or any other 
formula, should be measured against the patient’s intelligence and income 
and a chart or card given for weekly weights. Amphetamine sulphate (5 to 
15 mg.) taken early in the morning has a damping effect on the appetite but 
sleep is sometimes disturbed and by day an anxious excited state may 
develop with what one patient described as ‘her eyes out on stalks’, so that 
amphetamine is best reserved for the patient who finds it impossible to 
control her appetite. It is also wise to forbid alcohol and car-driving while 
the drug is being taken. 

If the patient’s reaction to dietary restriction is: ‘Why should I bother? 
To please George? He never looks my way—always asleep in his arm- 
chair!!’, then the outlook is poor; she will go on nibbling and nibbling, 
perhaps mainly from boredom. If, however, it appears that she has not only 
an appreciative and encouraging husband or realizes that she must take a 
disciplined line with her appetite and figure to do the things she plans in her 
home and in the community, then more than a rejuvenated figure may result. 
For example, an increased sense of wellbeing, a release from depression and 
insomnia may also be achieved. Very occasionally, however, dieting and 
weight loss have just the opposite effect, producing not cheerfulness but 
depression, and one naturally has to accept that and the figure which goes 
with solid overeating. 


SEXUAL FUNCTION AT THE MENOPAUSE 

There is no evidence to suggest that normally there is a sudden cessation of 
sex urge or libido with the cessation of menstruation in the late 40’s. For 
the woman with a well-developed ability to achieve orgasm her desire for 
coitus may be unaltered but more commonly both partners, as the 50’s 
appear, gradually adopt less frequent intercourse and accept this with the 
gentle slowing down of the tempo of their ordinary living. In contrast to 
this there are numerous women who are married but never have developed 
normal libido or the ability to achieve satisfaction at coitus. For them the 
menopause brings little change, or, if anything, an increasing distaste for 
coitus. Between these two groups is the ‘average’ woman who accepts that 
in the menopause libido will be less but by no means absent, that the orgasm 
may be less frequently achieved. In brief, for the woman with a normal and 
satisfactory sexual life, the normal menopause brings no more than a gentle 
waning of libido. 

Induction of the menopause by radium or x-ray ‘castration’, however, may 
have a sudden and drastic effect on sexual function. My own observations on 
patients (after 50 mg. of intra-uterine radium for forty-eight hours) are that 
of those women who had had normal sexual function and satisfaction at 
coitus, 50 per cent. became quite suddenly sexually anzsthetic. For this and 
other reasons I have abandoned the radium menopause as a method of 
therapy except for the rare case in which hysterectomy with ovarian con- 
servation is technically impossible or at least hazardous. Nevertheless, the 
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radium menopause is still used to cure menorrhagia, and to ‘manage’ a 
patient and her husband suddenly deprived of normal sexual life is not easy ; 
indeed the practitioner is perfectly at liberty to propose that the gynecologist 
who cured the menorrhagia at this price should now take over the treatment 
of the after-effects. The use of local estrogens in creams or small doses of 
testosterone applied to the clitoris may help and, provided the husband is 
understanding and patient, the long-term outlook may not be too gloomy. 


PSYCHOLOGICAL PREPARATION FOR HYSTERECTOMY 
Although simple total hysterectomy with conservation of the ovaries pro- 
duces little or no effect on the vagina or external genitalia, and seldom causes 
disturbing hot flushes, nevertheless, the practitioner has constantly to remind 
himself that from the patient’s point of view removal of the womb is a 
serious matter. Again folk-lore plays its part: e.g. removal of the womb being 
regarded as a kind of de-sexing. Putting this on one side, however, we must 
accept that no normal female welcomes a decision to remove her womb. I 
personally accept this and in practice take care to explain in simple terms 
(a) why her health requires us to remove her womb, (b) that her ovaries 
being conserved she will retain her youthful appearance(!), (c) that she will 
feel full of energy now that she has no bleeding or pain, and (d) that normal 
married life can be resumed about two months after operation. 


My ward sister tells me that my little preoperative talk is necessary, for every ward 
has it’s crone—the woman who follows the surgeon round to dispense the ancient 
folk-lore: “Taking it all away is he? Then take it from me, dearie and I know. . 
your old man will never look near you again’. If she is not in the ward her counter- 
part will lean over the fence at home and rolling up her eyes will dispense a similar 
brand of cheer. 


The preoperative reassurance is repeated before the patient leaves hos- 
pital and again two months later at follow-up clinic; finally, the door 
is left open for further consultation. Should any difficulties arise at coitus 
she is asked to report this to her doctor who will refer her if he thinks 
fit. This is especially important after vaginal hysterectomy when even 
slight narrowing of the vagina may make difficulty for a nervous couple. 
Although responsibility for advising the patient rests primarily with the 
surgeon, when his patient returns from hospital a practitioner is wise to 
make sure that his patient has grasped all the facts given to her: i.e. the 
scope of the operation, instruction on returning to normal married life and 
finally to reassure her that this will do no harm to her operation. Many 
husbands are naturally anxious about this last point and a quiet word of 
advice and reassurance is often necessary and appreciated. 


THE LATE MENOPAUSE 
Late remarriage.—Just occasionally one is consulted by a woman who is 
intelligent enough to know that in her late 50’s coital difficulties may be 
experienced at remarriage. Examination is usually quite negative, the genital 
tract reflecting adequate cestrogen stimulation so that the only advice might 
be for her to use some pre-coital lubricant. Occasionally, however, there may 
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be some mild introital atrophy and passing a speculum may cause spotting 
is the defective vaginal epithelium is put on the stretch. Stilbeestrol by 
mouth, or its use in a vaginal cream for local application, followed later by 
the passage of vaginal dilators of increasing size may prepare an older 
woman very satisfactorily for resumption of married life. On the other hand, 
failure to prepare the vagina and introitus may lead to vaginitis or vulvitis 
with resulting distress to both partners. 

Genital senility in gynecology.—A year or two after the irradiation meno- 
pause or after radium therapy for cervical cancer premature senile effects 
may be observed in about ro per cent. of cases, such as senile spotting or 
tender inflamed introitus. Such senile changes may be normal at 70 but 
even then they can be a trouble, not of course at coitus as in a younger 
woman, but in reducing the resistance of the genital tract to infection. Thus, 
in older women senile vaginitis or a ‘pessary ulcer’ may develop although 
the latter may be precipitated by senile anatomical changes (table II). 








Sex-mature or May be encountered over 60 
early menopause : 

Introitus, Normal Burnished, red or stenosed. May crack 
or ‘fissure’ if distended at examination 

Urethra Normal Prolapsed, painless urethral mucosa— 
‘false caruncle’ 

Vaginal mucosa Bluish-red ruge (a) Pale, smooth, healthy, or (b) red spots, 
or (c) atrophic, punctate bleeding on 
distension 

Cervix Variable size. Atrophic: scanty mucus 

Mucus 

Fornices Deep laterally Flattened—this is accentuated by cervical 
atrophy 

Vaginal constric- Absent Stenosis ring—just above levator ani 

tion ring (rare) 

















TaBLeE II.—Senile anatomical changes in women. 


In age and in the premature ageing of radium-castration pathological 
senile changes are not rare. It is important to recognize them clearly from 
physiological changes in the genital tract: i.e. changes normal for the age of 
the patient. Once a diagnosis is made (and often a practitioner will wish a 
gynzcological opinion to this end), treatment by local or oral cestrogens is 
rapid and effective: e.g. vaginitis clears quickly and the tender ‘raw’ areas 
in the vulva quickly heal. 


SUMMARY 
The family doctor who visits his patient’s home, knows her husband and 
children, simply by knowing her background may have the key to the 
management of the menopause. He may find in retrospect that his chief 
therapeutic weapon is not cestrogens but sympathy—that is, making time 
to take a full history and finally giving her the reassurance which can only 
be given after a thorough physical examination. 





THE ARTIFICIAL MENOPAUSE 


By GLADYS HILL, M.D., F.R.C.S., F.R.C.0.G. 


Obstetrician and Gynecological Surgeon, Royal Free Hospital 
and Elizabeth Garrett Anderson Hospital 


THE term, artificial menopause, implies some underlying pathological 
condition for which the menopause was induced. 


INDICATIONS 
The principal indication for the induction of an artificial menopause is dys- 
functional uterine bleeding. It is important to have a clear conception of the 
meaning of this term. It connotes irregular or profuse uterine bleeding for 
which no cause can be found in the general health of the patient, or in her 
emotional state, and where no pathological lesion of her pelvic organs is 


found on clinical examination. This latter examination must include micro-_ 


scopy of the endometrium after curettage, and of the cervix after biopsy, and 
it is desirable that malignant cells should be sought for and excluded by 
cytological tests. In a few cases, menorrhagia due to small subendometrial 
fibroids may be treated by producing an artificial menopause. 

Demonstrable pathological lesions of the pelvic organs, whether infections 
or tumours, both innocent and malignant, demand their own appropriate 
treatment, and if this treatment results, inter alia, in the cessation of men- 
struation, such cases should not be classified as those in whom an artificial 
menopause is indicated. There are patients with psychological disturbances 
reflected in abnormal uterine bleeding and in some of these, when care- 
fully selected, the permanent cessation of menstrual bleeding may materially 
contribute to relief of the emotional condition. Provided the patient is near- 
ing the age of the normal menopause, the production of an artificial meno- 
pause may be desirable though, admittedly, this is treating the symptom 
rather than the cause. 

. CHOICE OF METHOD 

When an artificial menopause has been decided upon and malignant disease 
excluded by microscopic and cytological tests, the alternative methods of 
hysterectomy and irradiation must be considered. The decision will depend, 
in part, upon the general health of the patient. If she has some coexistent 
disease, such as a cardiac lesion which makes surgery undesirable or unduly 
hazardous, this obviously will influence the choice. Moreover, the woman 
may be temperamentally unsuitable for surgery, particularly for hysterec- 
tomy. Fears of a hysterectomy as such, are not uncommon and it is important 
to make sure that there is no undue apprehension as to the effects of the 
operation on personality or subsequent marital relationships. There is also 
the small group of patients who seem unable to recover fully from the 
effects of ‘my operation’, whatever the nature of the surgical procedure. 
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IRRADIATION 

An artificial menopause may be procured either by hysterectomy, with or 
without bilateral salpingo-odphorectomy, or by irradiation. Irradiation may 
be carried out by the use of x-rays, or by means of intra-uterine radium. 
Details of the technique employed are beyond the scope of this article but 
the points for and against both surgery and irradiation will be assessed, 
assuming that the patient is both physically fit and psychologically well 
adjusted. This problem has been discussed by A. C. Turnbull (1955, 1956) 
in a review of 101 patients in whom an artificial menopause was produced. 

In favour of irradiation are the facts that major surgery is avoided, a short 
anesthetic only is required, the stay in hospital is short, and the patient 
suffers minimal immediate discomfort. The mortality of the procedure is 
low: with intra-uterine radium about 0.4 per cent. and the morbidity is also 
low, 3.5 per cent. In addition, irradiation can be used in cases in which 
surgery would be undesirable on general grounds. 

The arguments against irradiation include, in the first place, that the 
patient is not always cured and hemorrhage may recur. This is especially the 
case when the patient is relatively young at the time of the procedure. 


Barr and Charteris (1955) report that 56 out of 850 cases of simple uterine 
hemorrhage treated by intra-uterine radium required further treatment, and that 
71 per cent. of the total were women between the age of 41 and 50 years. 


Secondly, in the presence of pelvic sepsis irradiation is contraindicated. 
The occasional fatalities with this method appear to be caused usually by a 
flare-up of infection possibly leading to general peritonitis. Thirdly, pre- 
existing vaginal discharge may be ameliorated after irradiation but a propor- 
tion of patients who had no discharge before treatment develop an irritating 
and persistent vaginal discharge after an intra-uterine application. In these 
cases the radium causes necrosis of the endometrium and this is the source 
of the discharge. This does not obtain if irradiation is carried out by x-rays. 
Fourthly, there is some evidence that intra-cavity irradiation may predispose 
to uterine cancer in later years, particularly cancer of the body. Turnbull 
states that of the cases he reviewed, 1.34 per cent. subsequently developed 
uterine cancer. It is, of course, possible that these women would have shown 
a malignant lesion of the uterus whether they had been irradiated or not, but, 
had the uterus been removed, this, at least, would have been avoided. 

Spiert and Peightal (1949) reported that among 270 patients with malignant 
tumours of the body of the uterus, 21 (8 per cent.) gave a history of previous 


irradiation for benign conditions. Only 3 per cent. of patients with carcinoma of the 
cervix gave such a history. 


HYSTERECTOMY 
If hysterectomy is the method of choice, the operation should always be a 
total extirpation of the uterus. A subtotal hysterectomy is only justified when 
gross adhesions in the pouch of Douglas, such as may be found in endomet- 
riosis, make the operative risk greater than that of subsequent stump car- 
cinoma. The question as to whether or not bilateral salpingo-odphorectomy 
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should accompany hysterectomy depends upon whether the ovaries are 
clinically normal as seen at operation, and on the age of the patient. If the 
ovaries are obviously diseased, the decision is a simple one and they must be 
removed. If they are clinically normal, in patients under 45 they should be 
conserved. 

In favour of hysterectomy is the fact that the patient will be cured, the 
operation can be carried out in the presence of chronic pelvic sepsis, and 
any pre-existing vaginal discharge from cervicitis will also be cured. More- 
over, as the uterus has been removed, she cannot develop uterine carcinoma 
in later life. 

The main arguments against hysterectomy are that the mortality is higher, 
as is the morbidity rate. Turnbull, in comparing the two groups of cases, 
gives a mortality rate of 0.8 per cent., and a morbidity rate of 43.4 per cent. 
after hysterectomy. The anesthetic is longer, the stay in hospital and con- 
valescence longer, and the discomfort of the procedure considerably greater. 
A further consideration is that carcinoma of the vaginal vault has been 
reported after hysterectomy for a supposedly benign condition, and where 
the undesirable operation of subtotal hysterectomy is performed, stump 
carcinoma has occurred with distressing, because unnecessary, frequency. 


POST-MENOPAUSAL SYMPTOMS 

There has been considerable discussion as to whether post-menopausal 
symptoms are more severe after an artificial menopause than after a normal 
one. It would seem logical to suppose that when the menopause is antedated 
the sequelz would be more marked, and this would appear to be generally 
true. The menopause itself is a sign of ageing and of atrophy of the reproduc- 
tive tract as of the rest of the body. In the normal course of events, ageing 
leads to diminishing interest in sexual life, decreased resistance to stress and 
strain, arthralgia; arthritis, and osteoporosis—all conditions which have at 
one time or another been attributed to the ‘change of life’. Some years ago, 
McLaren (1941) stated that symptoms were more severe after an artificial 
menopause than after a natural one, but in his series it would seem that the 
controls were mostly women considerably advanced in age whose recollec- 
tion may well have been dimmed. More recent opinion suggests that an 
artificial menopause induced after the age of 45 does not produce exag- 
gerated symptoms. When menstruation is abruptly terminated in younger 
women, however, there is more disturbance, and this may well be related 
to the manner in which the artificial menopause is achieved. 

In patients who undergo hysterectomy with conservation of the ovaries, 
regression of ovarian function will follow gradually, giving time for the 
body to adjust itself to the change. If a bilateral o6phorectomy is carried out 
before the time of physiological diminution in function, some difficulties of 
adjustment are likely and vasomotor disturbances may be expected. When 
x-rays are used, the ovaries are directly attacked and here, too, in the younger 
woman, symptoms of flushing and sweating are likely. With intra-uterine 
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radium the chief effect is on the endometrium, the ovaries get a lesser dose 
and the disturbance is proportionately less marked. 


CONCLUSION 

It appears therefore that in women under 45 who show no sign of approach- 
ing the natural menopause, hysterectomy with conservation of the ovaries is 
the method of choice. The greater mortality rate and morbidity rate are 
offset by the permanence of the cure, the removal of a potentially dangerous 
organ, and the decreased risk of post-menopausal symptoms. Moreover, 
after a properly performed operation the vagina usually remains an adequate 
passage. In women of 45, and particularly in those nearing 50 years of age, 
x-ray treatment must be given very serious consideration. The immediate 
risk is minimal, the likelihood of permanent cure high, and the chance of 
severe post-menopausal symptoms not great. In many ways, intra-uterine 
radium is the least attractive method of achieving an artificial menopause, 
even in the older age-groups. Although the recurrence of bleeding is 
experienced in only a small proportion of cases, the patient retains her 
uterus and this may be the source of a troublesome discharge and the site of 
future malignant disease, and even this form of treatment carries some risk 
of immediate mortality and morbidity. 


SUMMARY 

(1) The chief indication for the production of an artificial menopause is 
dysfunctional bleeding. 

(2) This diagnosis must only be made after thorough clinical and 
pathological investigation. 

(3) The artificial menopause may be induced either by hysterectomy, 
with or without bilateral salpingo-oéphorectomy, or by irradiation with 
x-rays or with intra-uterine radium. 

(4) The general condition of the patient must be evaluated before deciding 
on treatment, and may of itself preclude major surgery. 

(5) The relative merits and demerits of the various methods are indicated. 

(6) Post-menopausal symptoms are no more severe in the patients in 
whom the menopause is artificially induced than in those in whom it 
occurs naturally, provided the patient has reached the age of the normal 
change. 

(7) In younger patients post-menopausal symptoms are most severe when 
the ovaries are either removed or directly attacked by x-rays. 
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MALIGNANT DISEASE AND 
THE MENOPAUSE 


By J. S. TOMKINSON, M.B., F.R.C.S., M.R.C.O.G. 


Obstetric and Gynecological Surgeon, Guy’s Hospital; Obstetric Surgeon, Queen 
Charlotte’s Maternity Hospital; Gynecological Surgeon, New Cross General Hospital 


ALTHOUGH Sir Alan Herbert once wrote that the critical period in matrimony 
is breakfast-time, the critical time in a woman’s life is usually reckoned to be 
the climacteric (from the Greek klimakter, rung of a ladder), constituting a 
climax or crisis. This is the phase between regular menstruation on the 
one hand and its complete cessation on the other (the menopause). The 
time range of the climacteric is about six to twenty-four months, the meno- 
pause most usually occurring between the years of forty-five to fifty. During 
this time the individual must make mental and physical adjustments; some- 
times it is easy, often quite difficult. If she has been sensibly forewarned, so 
much the better, but unfortunately the mythology concerning the climac- 
teric is still passed on from woman to woman and has survived for so long 
that many women are reluctant to consult their family doctor about symp- 
toms that are sinister. The practitioner, however, may not be free from 
blame, for this physiological process too easily becomes a diagnostic waste- 
bin into which various complaints may be discarded. This may mean that 
symptoms of ominous prognostic significance may be cast aside light- 
heartedly as all forming part of the ‘change’, the real cause of the symptom 
being overlooked. 

These wrong ideas on the part of the woman and the chances of mis- 
management on the part of the practitioner may lead to diagnostic delays 
and errors which may cost the patient her health—if not her life. The 
most obvious example is the supposition that irregular or heavy bleeding 
about the time of the menopause is to be regarded as a matter of course and 
only another annoying manifestation of the climacteric. The sooner that this 
falsehood is rejected the better, for it is the direct cause of many women 
dying before their time. It is therefore the duty of all practitioners to educate 
the public so that these fallacies are no longer accepted and in order that the 
patient may report dangerous symptoms without delay. The menopause 
gives the doctor a golden opportunity to examine each patient thoroughly 
and to reassure her if all is well. Although some women disregard dangerous 
symptoms, there are others who are full of fears of cancer, insanity, loss of 
attractiveness and early senility as they pass through this awkward time; the 
aim is to be able to check and reassure, check and reassure as the physician 
guides the patient along. 

Often there is no definite starting point of the climacteric and likewise 
no clear-cut termination, so the beginning and end are vague. It is charac- 
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terized by a diminution in the amount and in the duration of time of each 
menstrual loss together with an increasing length between each menstrua- 
tion, as the ovarian function lessens. While the phases of amenorrhecea in- 
crease, there may be spurts of ovarian activity and a few normal cycles may 
appear; but these are merely the flickerings of a dying candle and the blood 
loss should never exceed the normal for any individual patient. The occur- 
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Fic. 1.—Menstrual chart (available from Ash & Co., Holyrood Street, London, S.E.1.). 


rence of any type of bleeding which is unusual for a particular woman is 
sinister: this may be continuous bleeding, or spotting, or menstrual cycles 
which are too frequent, too heavy or prolonged; bleeding after coitus, douch- 
ing or micturition is also dangerous. A presumptive diagnosis of malignant 
disease of the pelvic organs must be made and maintained in these cases 
until proved wrong, for it is a fact that abnormal bleeding in any patient at 
any age may be an indication of malignancy. 


POST-MENOPAUSAL BLEEDING 

There is some confusion, and no general agreement, as to what constitutes 
a post-menopausal bleed if this happens to be within a relatively short time 
after the last apparently normal period of the climacteric. Often normal 
women will have a period (which is not longer or heavier than their periods 
were formerly) after a few months of amenorrhea; unfortunately a car- 
cinoma may be manifest at any time and may well appear after a phase of 
amenorrheea lasting only a few months. Some surgeons adopt, quite ar- 
bitrarily, one year of amenorrheea as the time limit beyond which bleeding is 
regarded as truly post-menopausal and suspicious of carcinoma. The more 
suspicious will investigate any abnormal bleeding, however slight, occurring 
six months after the last established period, at the cost of more investigations 
being performed. The watchword is ‘suspect, investigate, observe’. 

Patients are often confused about their menstrual times and when this is 
so they must be instructed to keep an accurate record of the time of the 
start and finish of each period and their own estimate of the amount of the 
loss in the light of what they regard as normal. The practitioner may be 
perplexed when the dates are written down and find it difficult to sort out 
any pattefn from the figures. The only satisfactory method is to chart the 
bleeding time graphically on ordinary graph paper or better still on the 
menstrual charts (fig. 1) designed by Dr. P. M. F. Bishop, for by this means 
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an irregular bleeding pattern will be seen at a glance and the time relation- 
ship easily recognized. 

The appearance of an abnormal discharge noticed by the patient at thc 
vulva will demand investigation for it may proclaim the proximity of a 
malignant condition and precede abnormal bleeding. A discharge which is 
offensive in odour, greyish or brown in colour and perhaps spotted or tinged 
with blood should immediately alert the clinician that there is a pathological 
cause present and that further investigation is necessary. 


BENIGN CAUSES OF CLIMACTERIC BLEEDING 
From the history and from a preliminary examination of the patient in the 
surgery a benign cause for abnormal bleeding may be found in a patient 
presenting during the climacteric or post-menopausal time. She may have 
been taking cestrogens, either by prescription or by self-medication, and 
produced a hyperplasia of the endometrium; the activity of the endometrium 
may be so great as to be mistaken for carcinoma on histological examination. 


The estrogen therapy should be stopped, and if the bleeding continues for. 


over three weeks it should be considered to be due to another cause. 
Apparently benign lesions, such as a cervical erosion and ectropion, polyp 
or uterine fibroids, may be found but the important principle is that the 
search for malignancy must go on, for a benign lesion and a malignant 
condition may coexist and it is quite wrong to treat the cervix or to reassure 
the patient that her fibroids will regress after the menopause without exclud- 
ing so far as possible an accompanying lethal condition. The mere absence 
of blood in the vagina when the patient is examined must not deter the 
physician from further diagnostic procedures, for the patient, out of con- 
sideration for her doctor, may have douched herself or waited until she 
stopped bleeding before presenting herself. 


DELAY IN DIAGNOSIS 
Unfortunately there is a delay in the diagnosis of many cases of pelvic 
carcinoma. The lesion is present before symptoms and signs appear; it is 
virtually impossible to diagnose an early carcinoma of the uterine cervix or 
body by inspection or palpation so the further investigation must be by 
specialized technique. 

Farrell (1948) reports that the Philadelphia Committee for the Study of Pelvic 
Cancer investigated 455 patients with pelvic cancer, between November 1, 1945, 
and January 1, 1947, and found a delay in diagnosis in 310. In 113 (or 36.5 per cent.) 
there was a ‘physician delay’ in recognizing the lesion ; 31 of these patients were given 


medication either orally or by injection without ever being. subjected to a pelvic 
examination. 


In many cases the delay is directly attributable to confusion in the minds 
of women and doctors as to what may be accepted as normal and abnormal 
in the climacteric. : 

At Guy’s Hospital about ten or twelve cases of malignant disease of the 
body of the uterus are treated each year. 
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The histories of fifty such recent cases have been scrutinized and eleven of these 
patients were found to have the lesion before the menopause. Eight of the eleven 
cases had had periods which were described as being abnormally heavy for them, 
whilst five of the eight had had the excessive bleeding for three to six years before 
the condition was treated. 


THE RELATIONSHIP BETWEEN CLIMACTERIC BLEEDING, 
THE MENOPAUSE AND CARCINOMA OF THE UTERINE BODY 
The age of the menopause.—Many authors have pointed out that the meno- 
pause is delayed by a few years in patients who subsequently develop car- 
cinoma of the body of the uterus. Corscaden and Gusberg, for instance, in 
1947, stated that whereas the average age of the menopause was 48 years, in 
women who later had an adenocarcinoma of the uterine body the menopause 
occurred in the age-group 52-54 years. The observation was also made by 
Crossen and Hobbs, in 1935, and Randall, in 1945, that a late menopause 
appeared not infrequently among women who eventually developed adeno- 
carcinoma of the uterus. In a control series Randall found that only 8 per 
cent. of the women who did not develop uterine cancer continued to 
menstruate past their fiftieth year. In comparison, it was significant that 
over 35 per cent. of women treated for adenocarcinoma of the uterus gave a 
history of periods continuing until aged 51 or more years. In 1954, Way 
reported that the average age of the menopause in cases of carcinoma of the 
body of the uterus was 51.5 years or five years later than those in a control 
group and commented that it seemed established beyond doubt that women 
with this disease tend to menstruate to a later age than do other women. In 
the Guy’s series, out of 34 patients who had carcinoma of the uterine body 
after the menopause and who gave their age at the menopause, 13 had their 
last menstrual period at the age of 51 or over, and in the case of three of 

these patients the menopause was as late as 55. 

These figures should be compared with the findings of the investigation 
of the Medical Women’s Federation published in 1933, in which 29 per 
cent. of normal women menstruated after the age of 50 years, and the findings 
of Adamson, Brown and Myerscough (1957) that of 77 women with car- 
cinoma of the body of the uterus who had a spontaneous menopause, 22 
(28 per cent.) ceased to menstruate after the age of 50. Amongst other women 
with post-menopausal bleeding, 24 per cent. ceased to menstruate after this 
age; the differences, they state, are not significant and their data do not 
support the suggestion that a late menopause is common among women who 
develop cancer of the body of the uterus. 

The ‘previous menstrual pattern in patients who develop carcinoma of the 
uterine body.—It is generally agreed that there is a higher incidence of 
irregular and heavy bleeding immediately before and during the climacteric 
in women who later have carcinoma of the uterine body, than in women 
who do not develop a malignant lesion. : 


Corscaden and Gusberg stated that 32 patients (39 per cent.) of 82 who developed 
cancer after the menopause suffered from abnormal uterine bleeding during the 
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climacteric: this was three times greater than the expected incidence of 13 per cent 
Awon, in 1957, produced comparable figures, for he found the incidence of climac- 
teric hemorrhage among the normal female population to be 11 per cent., and that 
of all the patients who develop carcinoma of the body of the uterus post-menopausally 
29 per cent. had had climacteric hemorrhage. 


Randall, in 1947, summed up the position when he stated that whenever 
post-menopausal bleeding occurs, the woman with a history of menorrhagia 
during her climacteric years has a three-and-a-half times greater chance of 
having developed adenocarcinoma of the fundus than the woman who 
experienced no increased bleeding prior to cessation of her periods. 

Hormonal activity and carcinoma of the uterine body.—There are many 
interesting pieces in the jig-saw puzzle which illustrate the various factors 
involved in the etiology of carcinoma of the uterine body. Estrogen stimula- 
tion, supplied in different ways, provides several of the bits and pieces. For 
instance, the hormonal imbalance common at the climacteric may produce 
an endometrial hyperplasia that is so active that an experienced pathologist 
may have great difficulty in deciding whether it is benign or malignant; also 
the endometrium may be so overgrown with hypertrophy and hyperplasia 
that polyps are formed. 


Way (1954) found that in go cases of carcinoma of the uterine body, a benign 
polyp coexisted with carcinoma in 24 patients, and in six others the tumour itself 
was a malignant polyp, an incidence of 33 per cent. Furthermore, he found that 
there were five feminizing tumours of the ovary in 89 cases of carcinoma of the body 
of the uterus; he comments that both carcinoma of the body of the uterus and 
feminizing ovarian tumours can hardly be called common diseases and this frequent 
coexistence appears to be more than coincidental. 


Others have expressed the opinion that carcinoma of the uterine body 
does not occur in patients who are troubled with hot flushes at the climac- 
teric; the flushes are probably caused by a lack of cestrogen and, as is well 
known, may be relieved by the administration of small amounts of natural 
or synthetic cestrogens. 

In his Ingleby Lectures at the University of Birmingham, Way presented 
an impressive amount of data which seemed to show that there was some 
evidence that overactivity of the anterior pituitary may lead to different 
manifestations such as fibroids, diabetes mellitus, carcinoma of the uterus, 
some patients developing one, or all, or a combination, of these diseases. 
Variations from the normal climacteric may prepare or condition a suscep- 
tible patient to the risk of carcinoma of the uterine body: perhaps because of 
an excess of cestrogen, perhaps because of a lack of protection which may 
exist when a normal amount of progesterone is formed by the corpus 
luteum; the corpus luteum is absent when anovular cycles occur at the 
climacteric. 


: SARCOMA OF THE UTERUS 
Sarcoma of the uterus occurred in three patients in the series of fifty cases 
of malignancy of the uterine body at Guy’s Hospital. 
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One patient was aged sixty-nine years and had had a late menopause at 54; 
another was aged 41 and was complaining of irregular and heavy periods occurring 
every fourteen to twenty-eight days and also of abdominal distension and pain; 
whilst the third patient was aged 47 years and had had menorrhagia for five years. 
In all of these patients the sarcoma was associated with uterine fibroids. 


The incidence of uterine sarcoma is usually stated to be between 4 and 
5 per cent. and it most commonly occurs in the fifth decade of life. Benign 
uterine fibroids often mean a late menopause but one should not be lulled 
into a wrong decision because of this knowledge. Although fibroids normally 
do diminish after the menopause, the clinician must be aware of the danger 
of sarcomatous change if the fibroids enlarge, become painful or if there is 
irregular or heavy bleeding during the climacteric. 


CARCINOMA OF THE UTERINE CERVIX AND THE CLIMACTERIC 
The likelihood of carcinoma of the breast, uterine cervix and body occurring 
rises up to the age of 40 years, slackens off somewhat between the ages of 40 
and 50 and then increases again after the age of 50. It has been suggested 
that the pre-invasive stage of carcinoma of the cervix is longer in women 
before the menopause and lengthened after the menopause. There is no 
agreement as to whether carcinoma of the cervix is associated with a hyper- 
plasia of the endometrium before or during the climacteric. It is associated 
with parity, racial characteristics and immunity, lack of circumcision of the 
male, age at the first coition and the lower socio-economic classes (Lawson, 
1957), but there is no direct evidence that it is influenced by the ovarian 
hormones. 


CARCINOMA OF THE BREAST AND THE MENOPAUSE 

It was pointed out by Smithers, in 1952, that the prognosis in patients who 
develop cancer of the breast just after the menopause is slightly but sig- 
nificantly worse than in those who develop it just before, suggesting that the 
development and continuation of abnormal growth are dependent, to some 
extent at least, upon hormone control and that alteration in hormone balance 
at the natural menopause may exert a beneficial effect on patients who have 
already developed breast cancer. Mackenzie (1955) showed that the post- 
menopausal changes in the registration rate of cancer of the female breast 
were most clearly seen among cancers registered in the earlier stages; the 
coincident fall in survival rates affected all stages but especially the earlier 
ones. Both observations suggest that the proportion of breast cancers of low 
malignancy drops suddenly at this period and that a growth starting after the 
age of 50 is more probably a lethal type than one starting immediately before 
that age. Mackenzie went on to say that it seemed probable, as had been 
suggested by Clemmesen (1951), that there are indications of two different 
kinds of breast cancer sensitive to female hormones to a different degree, 
with the added corollary that the growths which are more sensitive to hor- 
monal influence are of a less lethal type and tend both to grow more slowly 
and to metastasize later than the less sensitive types of growth. 
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CONCLUSIONS 

In Montreal, Philpott (1958) found that out of 10,000 patients who attended 
the outpatient department of a gynecological clinic over a three-year period, 
nearly 45 per cent. were in the age-group 40 to 49 years, and that they 
accounted for 34 per cent. of all patients who volunteered the information 
that they had some form of abnormal vaginal bleeding. Some of these 
patients will have uterine malignancy. All of them will be worried women. 
Bleeding at any age, of either sex, from any orifice, is a danger sign: the red 
light, the red flag, a distress signal, or call it what you will. Because a woman 
is passing through her climacteric the clinician must not think that all is well 
unless the bleeding is less in quantity and frequency than formerly, and 
must never assume that the immediate post-menopausal time, just because 
occasional benign bleeding may result from an outburst of ovarian activity, 
is necessarily safe. 

In our present state of knowledge the only way to tackle the problem of 
malignancy is early treatment, preceded by earlier diagnosis by an ever- 
suspicious doctor. The aim of the practitioner must be to reassure the patient 
but to maintain a careful watch for the abnormal so that, in the words of 
Braxton Hicks in his Croonian Lecture of 1877, ‘when, as I said before, the 
change is well established, woman passes on to old age better than man, be- 
cause freed from sexual activity and its many demands on the powers of 
the system at this later period of life; and, as a rule, suffering less from 
disease and more secure against external battles, exposure to the elements, 
more cared for, she frequently outlives her male comrades in the battle 
of life’. 
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PSYCHIATRIC DISTURBANCES OF 
THE MENOPAUSE 


By DESMOND O’NEILL, M.C., M.D., M.R.C.P., D.P.M. 


Physician, Department of Psychiatry, St. Mary’s Hospital; 
Physician in Psychological Medicine, Queen Charlotte's Maternity Hospital 
and Chelsea Hospital for Women 


In reviewing the menopause and its effects from the medical and social 
aspects, we must distinguish two meanings of the word. One is the biological 
‘change of phase’ at the end of the reproductive epoch in women: this is an 
objective event in time, which can sometimes be ‘placed’, with more or less 
accuracy, at a certain date; the rhythm of the organism continues as before, 
but the endocrine glands that act as the ‘effector organ’ of the central 
nervous system alter their roles. The second is the lay myth of ‘the change’: 
a woman, of any age from thirty to sixty, comes to the doctor’s surgery with 
symptoms (of any kind) and says ‘I believe, doctor, it’s the change’. This 
belief in the ‘change of life’ as a cause of illness merits special study as a 
social phenomenon. The belief is certainly not held in all cultures, and very 
probably in societies less ‘civilized’ than our own the menopause is accepted 
as a natural event, without apprehension, and without ill effects. One way in 
which this folk-belief comes to the notice of the family doctor is the ‘in- 
heritance’ of menopausal disturbance: if mother had a ‘bad time’ at ‘the 
change’, her daughter is at risk of suffering too, unless she has been educated 
differently. A further consequence of the prevalence of the myth of ‘the 
change’ is that some doctors may feel obliged to fall in with the patient’s 
opinion: when she is quite convinced that the ‘time of life’ is the cause of 
her malady, he may feel that it is kinder, and wiser, to agree, and prescribe 
hormone preparations for an illness which, looked at objectively, has nothing 
to do with the glands. 
SOME DEFINITIONS 

Perhaps I should begin by defining a few terms. ‘The word ‘stress’ is here 
taken to mean the internal or resisting force brought into being in the 
human organism by interaction with the environment (O’ Neill, 1958a). In 
our society, ‘environment’ means the human, not the material, setting: as 
someone once said, ‘Hell is other people’. A stress disorder is defined as an 
illness which (a) begins at a time of crisis in the patient’s life, (b) shows a 
time correlation with situations provoking stress in the patient, and (c) clears 
up when the situation changes, or the patient learns to adapt to it better. 
Examples of types of illness which may conform with these criteria in some 
patients, in the field of gynzcology, are menorrhagia (which for my purpose 
here means excessive bleeding at or between the periods), period pain, 
vaginal discharge, and infertility. 

The orientation of this article is (for want of a better word) ‘psychoso- 
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matic’: that is, in the study of each individual patient, I endeavour to take 
account of her mental state—her mood, hopes, fears, unrealized dreams, 
bottled-up rages, and the other forces in that field, as well as her bodily 
structure and function, and endocrine ‘economy’. I had the good fortune to 
work for a number of years in the outpatient clinic of the University College 
Obstetric Hospital, under the direction of Professor W. C. W. Nixon, and 
was enabled to examine a fairly large number of women coming up to the 
clinic, ‘in parallel’ with a surgeon (Norman Morris, now Professor of Obstet- 
rics at Charing Cross Hospital). During one year (1952-53) we both saw 
a random sample of all patients coming to the clinic for the first time, and 
tried to assess their surgical and psychiatric state; a report on our findings 
was published last year (Morris and O’Neill, 1958). After correlating our 
results, and thinking hard about them, we came to the rather surprising 
conclusion that emotional tension outweighed physical malfunction and 
disease as a cause of illness in women who attend a gynecological clinic. 
Over the next three years, we continued to see outpatients together, and 
our observations upon these bore out in every way what we had been so 
bold as to say; and finally, my own clinic practice at Queen Charlotte’s 
and the Chelsea Hospital provides yet more material. 

My clinical assessment of an illness at the time of the menopause is 
therefore based upon an appraisal of the woman’s physical and emotional 
state, her domestic conditions, and (if possible) some effort, even if brief, to 
look at the inhabitants of her ‘world’: her husband, children, mother-in-law, 
and any other person who is thought to influence her. Of course, I am less 
well placed to do this than her own doctor, who probably knows them all 
already—indeed, I often call upon him for his knowledge of them, which is 
always readily given. Where it is practicable, I like to bring up to the clinic 
at least one other person in close emotional contact with the woman herself. 


TWO POINTS OF VIEW 
At opposite ends of the scale, we have: (a) the view that the menopause is 
solely and only an endocrine change, and all, or most, of the symptom-pic- 
ture of a ‘menopausal’ illness can be explained by the impact of endocrine 
‘adjustments’ on body and mind; (b) the view that a/l/ disturbances at the 
menopause are of emotional origin. 

As an exponent of (b) we might take Donovan, an American surgeon; in 
1951, he wrote an article on the ‘menopausal syndrome’, embodying his 
observations on some hundred or so cases, and ended up with the statement 
‘A woman who comes to her doctor with symptoms at the menopause is 
emotionally upset’. Knowing how our American friends, now and again, are 
carried away by an idea, I decided to test out this contention. I went to the 
women’s outpatient clinic of a hospital, and took one patient at random 
from the queue, who had the label ‘menopausal syndrome’, and went into 
her story in some detail. This is what I found:— 


She was a woman of about 47 (Deborah). A year or two earlier, she had had a 
repair operation, and as so often happens, after it had experienced some falling-off 
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in sexual appetite; thus, she had to refuse her husband intercourse, and became 
afraid that he would turn away from her. At the same time, she had noticed pains 
in the abdomen. A friend had lately died from cancer, and my patient began to fear 
that she, too, had cancer. She went to her family doctor, really to seek reassurance 
on both of these points, but in the event, could not bring herself to speak of either 
of them, being embarrassed and frightened. Her doctor, observing her age, en- 
quired whether she had hot flushes, and she said yes, she had those, and was also 
rather depressed, and was sleeping poorly. She was given some stilbcestrol, and an 
appointment was made for the hospital clinic, since the doctor, very properly, 
wished to make quite sure that his patient did not, in fact, have cancer or other 
serious disease. At the clinic, once more Deborah felt tongue-tied and reticent, and 
did not speak of her fears. It was at this point that I brought her to my clinic, and 
as luck would have it, there was time to listen to what she had to say—not a vast 
amount of time, be it noted, perhaps two-and-a-half hours in all. She told me that 
the real reason for seeking medical help was (a) her fear of losing her husband’s 
affection, and (b) her dread of cancer. Because of her shyness and awe of the ‘Hos- 
pital’—though I am quite sure that the surgeon was as kind as he could be—neither 
of these had been mentioned at the clinic. 

I took her off stilbcestrol, and gave her instead small doses of quinalbarbitone— 
three-quarter-grain (50 mg. ) capsules, twice a day—reassured her on the question 
of cancer, and discussed the diminution of sex feeling, which was (I thought) simply 
a side-effect of the operation. Quite soon she began to feel better and more cheerful; 
the depression gradually lifted, and with it went her sleep disturbance and the other 
tension signs. The hot flushes exercised my mind for a time. Deborah had always 
flushed readily: she was, in other words, a ‘rosacea type’, who reacted to social 
anxiety by flushing. At the menopause, the flushes had become ‘hotter’ and more 
vivid, but were not very troublesome—she told me that if these had been the only 
symptom, she would not have bothered to see the doctor. On her recovery, the 
intensity of the flushing lessened a little, but they remained more pronounced than 
they had been during the menstrual epoch. 

This illness was, then, essentially a tension-depression ; the endocrine ‘shift’ was 
of minor importance. 


That was some years ago. Now, with more experience, my position has 
moved to a point about midway between (a) and (b)—perhaps a little to the 
psychiatric side (that is to be expected, in someone whose time is spent 
largely with patients in states of emotional imbalance). Let me make it clear 
that I am in no way belittling the work of my colleagues the endocrinologists 
—I have learned much from them. The point I want to underline is the 
general point: that the workings of the menstrual cycle, including the 
menopause, are profoundly influenced by the patient’s emotions, so that as 
full an appraisal as possible of her mental state should be a necessary part 
of the inquiry into an illness, at whatever time of life. 


CLINICAL SYNDROMES AT THE MENOPAUSE 

Depressive states.—Looking back to earlier years in psychiatric practice, I 
have wondered whether mania and hypomania, which used to be not un- 
common, are now going out of fashion, and depression (in all its manifold 
disguises) is coming in. If I see a case of hypomania at hospital, I hastily 
record the patient’s name and number, in order to have it on record for the 
benefit of students—as a rare disease. Depression is the psychiatric illness 
of our time. Hence one must place the depressive syndromes at the head of 
the list of reaction-forms of illnesses occurring at the menopause. 

Of course, not every woman names her own illness. As like as not, the 
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presenting symptom may be headache, or fitful sleep, or fatigue, or back- 
ache, or some other. The depressive ‘colouring’ may not come out until she 
has been talking for a little. A malaise, of any kind, that is worst in the 
mornings, and wears off during the day, should prompt the doctor to think 
of depression. It may be presumed that the menopause in most women causes 
no ‘symptoms’, or symptoms so mild that the patient does not think it worth 
while to consult her doctor. In the minority, an illness makes its first ap- 
pearance then, or an illness already in being takes a turn for the worse. 

With depressive states, I include the tension-depression syndromes, for 
tension and depression very often go together. A purely ‘psychiatric’ symp- 
tom-picture is not common: symptoms are much more often multiple than 
single, and illnesses more often complex than simple. 

Tension pain.—Going over the case-records of patients seen in the de- 
partment of physical medicine at University College Hospital, I was im- 
pressed by the number of women (for most of them were women) with 
tension pain who were depressed. Of a total of 50, no less than 29 gave 
depression as one of their symptoms, or were found on examination to be 
suffering from a depressive mood. Four of them were ill enough to require 
electroplexy (O’Neill, 1958b). A depressive state may be entirely masked 
behind the complaint of bodily pain. One woman I recall especially marked 
out on her pain chart (O’Neill, 1955) areas of shading that made the pre- 
sumptive diagnosis of tension pain very probable; she did not speak ot being 
depressed, but by degrees the sombre mood, disturbance of thinking and 
lack of drive came to the surface. She was given a short course of electro- 
plexy, and made a reasonable recovery. 

Pain is much the most common presenting symptom among women 
attending a gynecological clinic, if our figures (Morris and O’Neill, 1958) 
are anything to go by: 22 of our series of 60 gave pain as the main symptom, 
and another 12 described pain as one part of their complaint. Of the 22, 
only three had a physical disorder sufficient to account for the pain; in all 
the rest the form of the illness was consistent with the clinical picture of 
tension pain. Many of these patients were depressed, a number of them were 
in the midst of the menopausal epoch. The biological changes of that phase 
of life must be regarded as one determinant of the illness, though their 
relative importance has to be estimated on its merits in each patient. 

Other stress disorders.—The illness that brings a woman to the doctor at 
the time of the menopause may well be (and often is) in the stress disorder 
category: ‘indigestion’, palpitation (perhaps with fear of heart disease), 
menorrhagia, urticaria, or, in fact, any of the group of ‘diseases of adapta- 
tion’. At the menopause, a woman may be said to be more ‘vulnerable’ than 
usual to the pressures of life, and particularly so if she has been conditioned 
to believe that ‘the change’ will bring with it illness of one kind or another. 
In his summing-up of the causal complex of the illness, the practitioner will 
try to give each component its due value, not leaning too far one way or 
the other. 
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THERAPY 

The principles of therapy are those that apply to stress disorder at any time 
of life: in practice, brief psychotherapy and small amounts of a sedative 
drug are the most useful. It has been my experience that the sources of 
stress in the diseases of women are, in the main, fairly near the surface: no 
extensive exploration is needed, and the great majority of patients will talk 
very freely (sometimes too freely!) if given the chance. By the same token, 
stress disorders in gynecological practice (for instance, menorrhagia) seem 
to do well under therapy, whether at the hospital clinic, or at the hands of the 
family doctor. I have for years encouraged the family doctor to try out the 
treatment, along these lines, of his own patients, and the results are most 
encouraging (Finlay et al., 1956). 

Following Joan Malleson (1956), I have used small doses of some such 
preparation as ‘menformon’, as an adjuvant to therapy (although with cau- 
tion, as I feel quite at sea in the oceans of the present-day literature of 
endocrinology) and found them to be of help in some women. Treatment 
with hormones is one instrument in the hands of the physician; properly 
used, it has its place, but only with, and alongside, the other instruments, of 
which (perhaps in the majority of women) emotional ventilation is the chief. 


THE ‘IATROGENIC’ MENOPAUSE 

When ovarian function is arrested, by operation or other means, the patient 
is likely to suffer at least two after-effects: (a) the results of change in 
endocrine balance, and (b) the results upon her personality of ‘castration’. 
The latter may be quite considerable, and they may be delayed in their 
onset; a latent period follows medical intervention, and then, weeks or 
months later, an emotional ‘shock-reaction’ comes through to the surface. 
The form and intensity of this reaction will naturally be determined by the 
woman’s disposition and her attitude to the child-bearing capacity and all 
that this means; it may be minor, or quite severe. Its management calls for 
the same methods as already mentioned. 


CONCLUSION 
The menopause in women is one of a series of peaks in the patient’s 
‘biological history’. Its importance as a determinant of illness, in the in- 
dividual patient, can only be assessed by a review of the patient-in-her- 
setting, her bodily and mental state and her social environment. Therapy of 
the various kinds of illness that may appear in this epoch follows the same 
principles as apply in the therapy of stress disorder in general. 
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ARTHRITIS AND RHEUMATISM 
AT THE MENOPAUSE 


By OSWALD SAVAGE, O.B.E., F.R.C.P. 


Physician, Arthur Stanley Institute for Rheumatic Diseases, Middlesex Hospitai; 
Physician, Department of Rheumatic Diseases, West London Hospital 


AT the menopause women tend to be overanxious. They worry about 
symptoms which may be of little consequence and arise from some minor 
disorder. It is particularly important therefore that at this time complaints 
of rheumatic pain should not be lightly dismissed, for in many cases firm 
reassurance will set the patient’s mind at rest and with treatment the trouble 
will clear up. When the menopause occurs naturally the date of the last 
menses is usually taken as the reference point although ovarian function 
often begins to wane earlier or may persist long afterwards. For this reason 
it is difficult to prove scientifically that particular bodily or psychological 
disturbances really occur during this period of endocrine adjustment. 

Descriptions of the rheumatic diseases written twenty years ago mentioned 
‘menopausal arthritis’ but no precise definition or clinical picture was given. 
It was assumed that certain changes, found particularly in the knee joints, 
where an excess of fatty synovial fringes and villi were described, could be 
associated with endocrine changes. At the present time physicians consider 
that there is no such specific entity as ‘menopausal arthritis’. Any one of the 
large group of rheumatic diseases may start or become more active at this 
time, and so their symptoms may be interwoven with those of the climacteric 
and present with an unusual picture due to the mixed pathology. 


In a statistical survey on the menopause made by the Medical Women’s Federa- 
tion (1933) during which over 1,200 women were questioned, it was found that 
rheumatic pains were present in 24 per cent. of cases and though less common than 
flushing or headache were more common than flooding. 

It is therefore worth studying how disorders of the locomotor system can 
present or be exacerbated at this time. 


RHEUMATOID ARTHRITIS 

There is no positive evidence of association between the onset of this disease 
and the menopause. In the Empire Rheumatism Council’s controlled trial 
(1950) it was found that the incidence of the disease increases progressively 
in single females from 45 to 54 years and in married women remains 
stationary from 35 onwards. On the other hand, Short, Bauer and Reynolds 
(1957), in a controlled study from Boston, found a marked increase in 
frequency in females between the ages of 50 and 55. These authors note the 
possibility that loss of ovarian function is concerned with the development 
of this disease and should not be discarded. Since the discovery of the effects 
of cortisone and its analogues and of corticotrophin in rheumatoid arthritis 
May 1959. Vol. 182 (570) 
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it has been tempting to postulate that endocrine changes, such as those 
occurring at the menopause, might play a part in the etiology of this disease. 
A great deal of research has been carried out all over the world in an attempt 
to strengthen this theory but so far no concrete evidence has been produced. 

There is no doubt, however, that the disease often presents in a florid 
form during the climacteric and that severe relapses also occur at this time 
and the clinical picture may be different from that at other ages. Loss of 
weight, which is usually such a marked feature in rheumatoid arthritis, may 
not occur, whilst swelling and tenderness of the peripheral joints and 
lassitude are usually prominent when the disease starts at the menopause. 

Rest is an important factor in treatment. At this critical age, when women 
are afraid of becoming inadequate, they drive themselves harder than before 
and it may be difficult to persuade them that rest is absolutely necessary. 
They must be assured that few patients are crippled with rheumatoid 
arthritis if they have adequate rest during the active phase of the disease. 

If adrenocortical steroids are necessary to suppress the disease it must 
be remembered that minor side-effects, such as rounding of the face and 
obesity, are most common in females at the menopause. Quite small doses of 
cortisone, prednisolone or prednisone may suppress joint pain and abolish 
the lassitude but dieting may be necessary to control the weight, otherwise 
foot and knee strain may be added to the arthritic complaints. Frequently 
the arthritis wanes with the menopause and a good prognosis can be given 
so long as the patient will submit to treatment. 


OSTEOARTHRITIS 
There is no doubt that with increasing age, joints, particularly the weight- 
bearing ones, tend to deteriorate. Bauer and his colleagues in Boston 
(Bennett et al., 1942) studied the changes in the knee joint at various ages 
and found that all the joints obtained from individuals beyond the age of 
15 years exhibited changes like those observed in osteoarthritis. ‘They showed 
that there was progressive loss of elasticity in the articular cartilage and that 
the surface layers had developed small blisters, grooves and pits. Few people, 
however, develop symptoms of osteoarthritis unless there are additional 
factors such as a fracture through the joint, congenital deformities or child- 
hood disease. Even such damaged joints may well remain perfectly efficient 
unless they are subjected to extra strain and the commonest cduse of 
trouble is increasing weight. It is for this reason that the first symptoms of 
osteoarthritis often occur during the menopause. Obesity is a common 
feature at this time and even a few extra pounds may cause knees or ankles 
to become painful. The chances of accident and minor strain are greater if 
a woman is unwieldy from being overweight. Painful swelling of the terminal 
phalangeal joints known as Heberden’s nodes often occurs in women in this 
age-group and may cause apprehension that rheumatoid arthritis is develop- 
ing. These may be accompanied by severe pain for a time and some clumsi- 
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ness of the fingers but patients can be reassured that the condition will not 
spread or cause crippling. 

Kellgren and Moore (1952) have described a primary generalized osteo- 
arthritis which occurs predominantly in the middle-aged woman. There is 
no accurate correlation with the menopause and in a typical case each affected 
joint passes through an acute painful phase followed by gross bony enlarge- 
ment and reduction of pain. Serious crippling is rare and the joints most 
commonly affected are the terminal phalangeal, the first carpo-metacarpal 
of the thumb, the first tarso-metatarsal and metacarpo-phalangeal of the 
great toes, the inter-facetal joints of the spine which may show enormous 
bony enlargement, the knees and occasionally hips and elbows. There is no 
general disturbance but the sedimentation rate is often raised and the dif- 
ferentiation from rheumatoid arthritis may be difficult although the sheep- 
cell agglutination (Rose-Waaler) test is negative. 

Attempts have been made to produce arthritis in animals by means of 
endocrine preparations. Silberberg (1936) has produced an acromegalic 
arthropathy in the guinea-pig by giving anterior pituitary extract and more 
recently Reinhardt and Li (1953) reported that arthritic lesions were pro- 
duced in normal animals given growth hormone. It seems possible that the 
endocrine changes at the menopause may play some part in the production 
of the different types of arthritis seen at this age but much more proof is 
necessary before such a thesis can be accepted. 


GOUT 
Gout is uncommon in women. It does not occur before the menopause and 
so the first attack may take place at this age. The onset is classical, with 
severe pain most usually in the big toe, and the finding of a raised serum 
uric acid will provide further evidence for the diagnosis. 


PANNICULITIS 
This syndrome, which occurs quite often at the menopause, is a type of 
non-articular rheumatism often classified under the heading of fibrositis. 
Copeman and his colleagues (1945, 1949, 1951) have gathered evidence 
that the fatty tissues of the body are subject to pathological variations which 
cause pain. In this condition the superficial tissues become extremely tender 
in certain areas such as the back of the upper arms and neck, the lumbar 
region over the sacrum and buttocks, the front and outer side of the thighs, 
the outer side of the leg and round the ankles. This is probably due to the 
rapid increase of weight at the menopause but may also be secondary to 
endocrine changes and shifts of fluid in these superficial tissues. In these 
painful areas the skin feels indurated and may give a ‘peau d’orange’ 
appearance. Baker (1951) considers that the main changes are in the skin and 
has described increase in the depth and density of the collagen layer although 
the fibres themselves were morphologically normal, whereas Copeman con- 
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siders that the symptoms are due to a shift of extra-cellular fluid into the 
fatty tissue cells and has relieved symptoms by dehydration. 

In addition to the superficial pain and tenderness in the affected parts 
where the joint movements are normal these patients may complain of a 
feeling of weight in the arms and legs. The additional weight across the 
shoulders may cause paresthesia in the fingers at night and physiotherapy, 
particularly massage, often makes the symptoms worse. Copeman and 
Ackerman (1944) have described a more localized form of the disease in 
which herniations from the deeper layers of fat may become strangulated 
through openings in the superficial layers particularly in the region of the 
sacrospinalis muscle. Occasionally these localized areas of extreme tenderness 
may be dramatically relieved by surgical removal. 

Although all pathological tests are normal the symptoms of panniculitis 
may raise fears of more severe rheumatic disease such as rheumatoid arth- 
ritis. Unless this syndrome is recognized these patients may be labelled as 
‘psychogenic rheumatism’ and may be denied treatment which would bring 
them a fair measure of relief. 


SUMMARY 
Although there is no evidence of a specific condition of menopausal arthritis 
many of the rheumatic diseases appear for the first time during the climac- 
teric. Rheumatic symptoms often occur at this time and, although the 
majority are not serious, it is important that they should be carefully 


investigated. 

At this time women become easily apprehensive, they are apt to magnify 
their symptoms and often build up for themselves a fear that they are 
becoming crippled. 

Once serious varieties of arthritis have been excluded it is important that 
such cases should be treated with early and firm reassurance. 
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THE SKIN AND THE MENOPAUSE 


By DAVID I. WILLIAMS, M.B., F.R.C.P. 
Physician, Skin Department, King’s College Hospital 


THERE are several misconceptions commonly held about diseases of the 
skin; one of these is the belief that because they are so evident and many of 
them so easy to name their causes should be simple to find. However easy 
it may be to put into Latin or Greek what one is looking at in English it is 
no more—or less—possible to say what is the cause of many skin conditions 
than it is to say why people get heart attacks. It is obviously easy to fall into 
the trap of accepting all sorts of casual suggestions for the cause of a disease 
rather than to admit ignorance. So it happens that any skin disease happen- 
ing in a woman between the ages of thirty-five and fifty-five may well be 
blamed on the menopause. Jt is more sensible cautiously to believe that the 
menopause may be one of several factors playing a part in skin diseases 
occurring at that time of life. A single factor is so rarely the cause of a 
disease. Skin diseases arising at the menopause may also be seen at other 
ages. The menopause may be a time and source of stress to some women but 
there are other stresses than this which can affect the course of eczema, for 
example. It is difficult therefore to list certain skin conditions and say these 
are menopausal dermatoses. 


THE AGEING SKIN 
The menopause certainly marks a stage in life; this stage may be erratic in 
course and duration. Dermatologically speaking it is a stage when the signs 
of ageing of the skin tend for the first time to become obvious and women 
more avidly than ever before lap up the tips from the beauty queens who 
write so enthusiastically in the weeklies and monthlies on the care of the 
skin and at whose very word of command the pores open and close. The 
skin at this time is becoming thinner, in the first place because of decreased 
thickness of the horny layer. Some change in the formation of keratin leads 
to the scaling of the skin becoming more visible. There is less water held in 
the horny layer. The amount of secretion from the sebaceous glands lessens. 
As the damaging effects of alkali on the skin are due to a chemical and 
physical disturbance of the horny layer, the thinner and the more emaciated 
the horn the more likely is it to suffer in this way. Chapping and fissuring of 
the skin of the hands from these effects of alkali therefore may well first be a 
trouble at this time. It is, of course, comforting for a woman to be able to 
blame her ‘housewife’s hands’ on a detergent rather than have to admit to 
age and its debilitating effect on the skin, but if used in sensible concentra- 
tions and with the obvious precautions detergents would rarely cause trouble. 
But no housewife will ever be convinced that washing-up is properly done 
in anything except a mountain of hot, bubbling lather, which is good for 
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the manufacturers but not for the hands. The best way to forestall the 
trouble is regular, nightly greasing of the hands. 

The corium also thins more obviously at the menopause, with consequent 
loss of elasticity of the skin. The subcutaneous fat begins very slowly to 
decrease in amount. As a result of these two changes—the loss of elasticity 
and the failing support below—wrinkling becomes an ever-increasing prob- 
lem. The loss of the plumpness of the collagen fibres may well be related to 
the waning oestrogen levels since this hormone is concerned with the live- 
liness of the corium. (Estrogens, given by any route, in amounts sufficient 
to improve this state of affairs must inevitably cause undesirable general 
effects. Hormone-containing cosmetics have only a morale-building con- 
centration of cestrogens; they are not harmful. 


THE SCALP 
Changes begin, too, to show themselves in the scalp at the menopause: The 
hair follicles seem to be fewer in number and less prominent. Possibly the 
number of hairs in a resting phase is increased as opposed to those in an 
actively growing phase. It is therefore common to see middle-aged women 
with a diffuse loss of hair from a scalp which shows no evidence of disease. 
Such a loss is quite untreatable but fortunately its progression is normally 
very slow indeed. Explanation and reassurance on this point are a great 
comfort to those who fear they will be bald in a year or two. Hormone 
treatment is no more successful than it is for the increasing and darkening 
hairs on the face. 
SENILE ANGIOMAS 

A variety of tumours start to appear in the skin at the menopause; these are 
all cosmetic problems since very rarely do they undergo any malignant 
change. The lesions of which everyone remembers the name are the 
Campbell de Morgan spots or senile angiomas. These are the familiar, small, 
dark-red papules primarily developing on the trunk but not averse to an 
occasional appearance on the face. The old notion that they are evidence or 
heralds of an internal cancer is nonsense as is the other view that they 
signify hepatic disease. Explanation rather than treatment is called for; they 
can, however, be excised or destroyed by various electrical methods. 


SEBORRHGIC KERATOSIS 
So-called seborrhaeic warts are so common as to be overlooked; they are 
neither seborrheic nor warts. The title of seborrheic keratosis is a slight 
improvement since they arise from proliferation of epithelial cells of the 
epidermis, the keratinocytes. They appear gradually and surreptitiously, 
mainly on the trunk and often in very large numbers sweeping round the 
waist, and only in small numbers on the scalp and face. They vary in colour 
from the faintest brown to quite black; the size is variable. These papules 
have a typically slightly greasy feel likened by the French to the feel of a 
candle and they may be covered by a slight scale. Sometimes they become 
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a trifle pitted. This is the commonest tumour of the skin from middle age 
onwards, Treatment is indicated only for the obvious and therefore cos- 
metically unpleasant lesions. As they are very superficial tumours, satis- 
factory results come from quite light treatment with the actual cautery or 
from electrodesiccation. 
SKIN TAGS 

Skin tags sometimes appear in vast numbers on the neck and around the 
armpits. In meagre numbers they are virtually a routine finding in middle- 
aged and older women but they may shower forth at the menopause. Skin 
tag is a better term than acrochordon which is the official name since the 
lesions arise not as true neoplasms but as extrusions of normal skin, con- 
nective tissue pushing out the lax epidermis to form these unsightly ex- 
crescences; the epidermis over the tag becomes a little hypertrophied. The 
colour is normally that of skin although a slight brown tinge may be seen in 
some of them. Obviously only mechanical treatment is possible. Single, 
pedunculated lesions can be simply snipped off with sharp scissors through 
the base while the patient is not looking, as it were. Patients enthusiastic 
enough to want many skin tags removed, masochistically tolerate the 
cautery well, even with no anesthetic. 


NEURODERMATITIS 

Although, following spirited conversations at tea parties, women are led to 
expect more trouble from the menopause than is the rule, and although the 
menopause is too easy an explanation for illness, there is no doubt that 
neurodermatitis, particularly circumscribed neurodermatitis or lichen sim- 
plex, is common at this time. These patches can occur in many different 
areas but the nape is probably the site most often affected. Scratching cer- 
tainly maintains this rash, and avoidance of scratching would just as cer- 
tainly lead to vast improvement. Scratching, on the other hand, is not only 
an almost irresistible impulse but it is also highly enjoyable and a relief to 
tension. To prevent scratching by local applications or by sedation is diffi- 
cult. Tranquillizers, in spite of the magic of the name, are of no help. 
Equally the antihistamine group of drugs are useless in the treatment of 
neurodermatitis unless they send patients fast asleep. The psychological 
background in these cases may defeat even a good psychiatrist. 


PRURITUS ANI 
Itching and eczematous changes in the ano-genital area often fall into this 
classification. The thickening of the skin, maceration from the natural 
moistness of the area, and fissuring from scratching combine to produce a 
picture simulating leukoplakia. Indeed, the nature of the site disguises many 
underlying conditions; beneath the soggy maceration may lurk psoriasis, 
lichen planus, lichen sclerosus et atrophicus, for instance, or the whole thing 
may be obscured by a monilial infection not infrequently the presenting 
sign of diabetes mellitus. It is not to be wondered at that both itching alone 
with no manifest skin change and eczema of the ano-genital area can have a 
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psychological basis, particularly at the menopause. Even although something 
abnormal is to be seen this must not be regarded as the only cause of the 
itching. Again these cases present considerable problems to the psychiatrists. 
Sometimes the possible psychological cause for irritation may have passed 
but the habit of scratching may persist and maintain the condition. This 
vicious circle the dermatologist may be able to break. One can thank heaven 
for hydrocortisone in the management of these cases. This preparation, 
combined with avoidance of water so far as possible, cleansing with a little 
nut-oil, and the use of cotton-wool and normal saline after defzcation will 
often help these patients who are always being embarrassed by scratching 
at the wrong moment. The aid of the gynzcologist may have to be sought 
if there is a discharge or some other abnormality. Treatment of piles rarely 
does anything towards stopping pruritus ani. A warning should be given 
that however momentarily satisfactory may be the local anesthetic effect 
of the benzocaine group of drugs, these are better not prescribed since 
they are potent sensitizers and liable eventually to add an acute dermatitis 
medicamentosa to the misery of the patient. 


HYPERKERATOSIS OF THE HEEL 
There is, curiously enough, one condition named in honour of the meno- 
pause and that is keratoderma climactericum. Unfortunately for present 
purposes it probably does not exist as an entity. It is a scaly thickening of 
the skin of the heels spreading sometimes along the outer sides of the feet 
towards the metatarsus; a similar pattern of hyperkeratosis may be found 
on the palms. This clinical picture is the end-result of several diseases ; most 
often it is due to an eczematous process, sometimes to neurodermatitis. The 
ubiquitous fungus infection, too, may manifest itself as a diffuse or localized 
hyperkeratosis. Psoriasis is another condition which adds to the difficulties 
of diagnosing heel eruptions. Certainly problematic hyperkeratosis of the 
heels is an all too common finding at the menopause; perhaps there is some 
factor which makes this part of the skin increasingly vulnerable to disease 
when that time of life is reached. It is interesting that post-menopausal 
psoriasis in this and other areas seems to respond to moderate doses of 
thyroid. 
CONCLUSION 

Certain conditions have been discussed which seem to come to notice for the 
first time or to be more active about the menopause than at other times. 
These are more probably related in general terms to the process of growing 
older rather than specifically to the menopause. Other conditions which 
might have been forced into the mould, such as acne vulgaris or acne 
rosacea, both of which may be aggravated by the menopause, have been 
omitted. Dermatologically the menopause is a factor along with many others 
to be taken into account when assessing the background to a patient’s 
disease and the things which may influence both that disease and the 
patient’s reaction to it. 











CANCER-PRONENESS AND 
LUNG CANCER 


By C. B. GOODHART, M.A., Px.D. 
University Museum of Zoology, Cambridge 


IT must now be accepted that cigarette smoking is a principal cause of lung 
cancer, and that many of those who die of it would not have done so had 
they never smoked. The victims usually die in later middle age, when they 
might have hoped to have lived for another ten years or more, assuming an 
otherwise normal expectation of life. That could perhaps be assumed if 
tobacco smoke contained some ordinary poison, but carcinogens do not act 
like ordinary poisons. Neoplasia involves positive biological changes that 
may occur in response to several quite different extrinsic stimuli, not only to 
carcinogenic hydrocarbons but also mechanical irritation, radiation and so 
on, or it may often apparently be spontaneous. Characteristically, however, 
different individuals show wide variation in the type and strength of 
stimulus needed for a neoplastic reaction so that, although even quite light 
smokers run a significantly higher risk of lung cancer than non-smokers, 
nine out of ten of the heaviest smokers never get it at all. Personal idio- 
syncrasy seems to be an important factor in carcinogenesis, and this suggests 
the hypothesis that the population may be genetically heterogeneous for 
susceptibility to cancer, some individuals being more ‘cancer-prone’ than 
others (Goodhart, 1956, 1957). 


THE GENETIC BASIS OF CANCER 

The cancer-prone are those who will react to rather low levels of stimulation, 
and so they are the most likely to develop the disease in any particular 
environment. If this inherited cancer-proneness is relatively unspecific and 
involves susceptibility to cancer in general rather than in one particular part 
of the body, then a man who has shown himself to have been cancer-prone 
by dying of lung cancer cannot be assumed to have had the same expectation 
of life as the rest of his age-group; even if he had not died of cancer in the 
lungs he is likely to have got it sooner or later somewhere else. Stopping 
smoking will certainly reduce lung cancer mortality but it will not neces- 
sarily reduce total mortality as well, which is what really matters. It is 
therefore of practical importance to find out what is the effect of any 
congenital proneness upon the origin and occurrence of human cancer. 

There can be no doubt that cancer is a hereditary disease in many 
animals. It is possible to select strains of mice so that nearly all who live to 
old age die of cancer and they will develop carcinoma of the skin in response 
to minimal doses of benzpyrene, whilst other lines are much more resistant. 

As Sir Julian Huxley (1956) has recently remarked: “The conclusion to be drawn 
May 1959. Vol. 182 (578) 
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from the work on mice is sweeping and simple: all types of mouse cancer investigated 
by adequate methods have a genetic basis’. 

The same could be said for most other species and, although experimental 
data are necessarily lacking for man, there are enough indications from the 
familial occurrence of cancer, and other indirect evidence, to suggest that 
we form no exception to the general rule that inheritance plays an important 
part in carcinogenesis. Inherited cancer-proneness seems usually to be poly- 
genic so that there is a graded series from the highly susceptible to the almost 
immune, with most of the population lying in between. It is not a matter of 
two distinct groups of (a) the cancer-prone, (b) those who are not, but of 
varying degrees of proneness with different thresholds of response, and these 
are determined partly by inheritance and partly by non-genetical factors 
such as age. 

TOTAL CANCER INCIDENCE 
The external agents producing cancer may vary quite a lot according to the 
environment, social habits, smoking, industrial hazards and so on, but on the 
present hypothesis genetically inherited proneness should be comparatively 
uniform throughout the population. Consequently, when one group is 
exposed to carcinogens affecting one particular part of the body most of the 
cancer-prone individuals in the group should develop their primary tumours 
there, leaving fewer to produce them anywhere else. Total cancer incidence 
would therefore be more uniformly distributed than the incidence at par- 
ticular sites, and there is evidence that this indeed is so. For example, in 
rural areas, especially in Wales, mortality from cancer of the stomach and 
cesophagus is notably higher than in towns (Stocks, 1947; McKenzie et al., 
1957), but since urban populations have an excess of lung cancer the two 
largely cancel out. It may be that country people are excessively addicted to 
fried food and that in the towns more cigarettes are smoked or the air is 
polluted, but it is odd that these presumed carcinogenic factors should be 
inversely correlated so that the total cancer incidence is much the same in 
both town and country. Stocks has also found that the standardized mortality 
ratios in the 28 boroughs of London for lung cancer ranged from 50 + 17 
in Greenwich to 153 + 11.6 in Stepney, and yet for all cancers including 
cancer of the lung the figures were g2 and 101 in those two boroughs and the 
full range extended only from 89 + 1.4 to 110 + 3. This wide range in lung 
cancer incidence could be correlated with air pollution, different smoking 
habits or housing conditions, but it is again strange to see that those en- 
vironments which are especially conducive to lung cancer would seem to be 
unusually free from the external causes of most other forms of the. disease. 

A similar effect is to be observed in the occurrence of uterine and mam- 
mary tumours in women who have or have not borne children. Cancer of the 
breast is commoner in childless women; this may be because lactation has 
had a protective effect, but this is compensated for by the higher incidence 
of uterine cancers in mothers, possibly the result of damage in childbirth. It 
is, however, a curious coincidence that these two unrelated factors should 
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cancel out again, so that the total of breast plus uterine cancer is much the 
same in both groups, although that is consistent with cancer-proneness. 

Inherited proneness ought to remain constant from year to year bu 
mortality rates may change because, since cancer is a disease of later life, its 
incidence will rise with the expectation of life as more of the cancer-prone 
survive to the cancer age. There have, however, been some important 
changes in the types of cancer observed (McKenzie et al., 1957), which are 
consistent with the hypothesis of cancer-proneness. Since 1930 mortality 
has been falling for most sites except the lung and bronchus, where there 
has been such an increase that the total mortality is still rising. 

To take as an example the men aged 65 to 70, who had the highest lung cancer 
death rate of 2.926 per 1000 living per year in 1951-55. In 1931-35 the rate was only 
0.354, so that there has been an eightfold increase in twenty years, and yet the total 
cancer mortality rate for that age-group had increased only 3.9 per cent., from 


8.943 to 9.291, over the same period; the very striking increase in lung cancer has 
been matched by a fall of 2.224 at the other sites of the disease. 


LUNG CANCER IN SMOKERS 
The ‘forward inquiry’ conducted by the Medical Research Council into the 
smoking habits and mortality of doctors has shown convincingly that 
cigarette smoking is a direct cause of lung cancer; no mere ‘statistical 
association’ is involved. Doll and Hill (1956) have discussed but reject the 
suggestion that cancer-proneness might be relevant to the problem, on the 
grounds that they found that smokers not only had a large excess of lung 
cancer, but also higher mortality from total cancer as well as from several 
other diseases. This does not, however, disprove the hypothesis of cancer- 
proneness. The suggestion is that, although almost everyone can develop 
cancer if exposed to a suitable extrinsic stimulus, the threshold for the 
neoplastic response varies according to individual genotype, as well as with 
age. A tumour will appear whenever and wherever the threshold is reached, 
and that depends as much upon individual susceptibility as upon the 
strength of the stimulus. There is no reason why several different carcino- 
genic agents should not be working on different parts of the body, but only 
one of them will reach the threshold first although the next may not be far 
behind. Cigarette smoking is evidently a powerful agent and so the threshold 
is often reached first in the lungs of cancer-prone smokers, but the cancer- 
prone non-smoker will succumb to the next strongest stimulus when it 
reaches the threshold, somewhat later than if he had been a smoker and so 
it had occurred in the lungs. The cancer-prone non-smoker may hope to 
live longer than a smoker at the same level of proneness, but he is still 
cancer-prone and so more likely to get the disease than are the less suscep- 
tible majority, which includes most of the smokers. Consequently the 
standardized death rate from all cancers ought to be lower for non-smokers, 
as has been observed by Doll and Hill, because the cancer-prone non- 
smokers are living somewhat longer. Moreover, during this extra period of 
life they will run the same risks of death from causes other than cancer as 
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the rest of their age-group, and that begins to be important in late middle age. 


In England and Wales, for instance, the age-specific death rate from all causes 

per 1000 living males in 1951-55 rose from 10.456 at 50 to 68.059 at 70, while the 
rates for total cancer rose from 2.689 to 12.094 (McKenzie et al., 1957). 
If an elderly cancer-prone man who has never smoked postpones his death 
from cancer for a couple of years he has quite a good chance of avoiding it 
altogether, by dying of something else in the meanwhile. Furthermore, since 
carcinoma of the lungs is a particularly lethal and rapid form of the disease 
its victims will tend to die faster than patients with more accessible growths, 
which may be easier to treat or cure. Cancer-proneness will determine the 
age for starting the neoplasm but mortality statistics record only the date of 
death, which is another matter. 

Doll and Hill have estimated that a heavy cigarette smoker has one 
chance in ten of contracting lung cancer, which is about forty times the risk 
run by a non-smoker but, although that may be a good estimate of the risk, 
there is no information about what is being risked. Is it the ten or fifteen 
years of life to have been expected if lung cancer were due solely to the 
effects of extrinsic carcinogens upon a passively reacting body, or is it some- 
thing less than that, perhaps only a year or two, as it might be if individual 
genetic cancer-proneness played an important part in the origin of the 
disease? What is needed is a figure for the mean prolongation of life in 
cancer-prone non-smokers as compared with smokers of equivalent prone- 
ness who have died of lung cancer. 

This cannot be obtained from the standardized death rates as published, but an 
estimate could be derived from the original data of the Medical Research Council 
inquiry, if the total cancer death rates for non-smokers were re-calculated by 
assuming that their deaths had been postponed by, say for the sake of argument, 
I or 3 Or § years as compared with the lung cancer victims among the smokers, 
allowing for the age-specific death rates from causes other than cancer during the 
periods of postponement. The additional period of life that had to be assumed to 
equate the total cancer death rates of smokers with non-smokers would give a 
measure of what it is that is being risked by the cigarette smokers. 

It would also be quite easy to determine the mean and variance of the age 
at death from lung cancer in the four categories of heavy, medium, light and 
non-smokers in the M.R.C. inquiry. Susceptibility to external carcinogens 
certainly increases with age, whatever the effects of any congenital prone- 
ness, and very few young men get cancer however much they smoke. A 
man who has averaged more than 20 cigarettes a day for twenty years is still 
unlikely to get lung cancer before he is 40, but someone else of 60, who has 
smoked less tobacco in his lifetime by averaging 10 a day for forty years, is 
at a significantly higher risk than a non-smoker of the same age. Doll and 
Hill have shown that the quantity smoked determines the risk of lung cancer, 
but the actual onset of the disease seems to be independent of this and largely 
predetermined by individual age, if not also by genotype. It would, however, 
be instructive to see whether there is any effect at all of the quantity smoked 
upon the age at death, as that might give an independent check on the loss 
of expectation of life in a heavy as compared with a light smoker. 
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LUNG CANCER IN WOMEN 
Cancer-proneness may also explain the relative immunity of women to lung 
cancer. Women certainly smoke less than men, and the difference was 
greater 30 or 40 years ago. Since then cigarette smoking by women has in- 
creased relatively more than for men, yet nowadays six times as many men 
are dying of lung cancer, and dying younger, which seems a lot more than 
could be accounted for by any differences in smoking habits. Female lung 
































Men | Women 
~ | | 
Site | Registered Survived Registered Survived 
| Total yA Total % | Total % Total % 
Lungand bronchus |_ 1,761 14.3 | 51 2.9 254 2.0 12 4.7 
Genital and breast 936 96 | 3290 | 35.1 | 6802 |} $4.0 | 3,973 | 40:2 
Mouth and gut | 5,191 | 42.2 1,033 19.9 | 2,666 | 21.2 579 | 21.7 
Skin | 3,091 | 25.1 2,028 | 65.6 | 2,107 16.8 1,419 | 67.3 
All others | 1,318 10.7 449 | 23:7 631 5.0 a75 | 29-7 
Totals | 12,297 | 100.0 | 3,754 | 30.5 | 12,549 | 100.0 | 4,958 | 39.5 




















TaBLe I.—Patients registered with cancer at different sites in 1946, and those still alive 
after three years, with percentages. 


cancer mortality is increasing at nearly the same proportional rate as for 
men, but at a much lower level so that the actual annual increments of 


deaths are only about a tenth of those for men. 

For example, the Registrar General’s Quarterly Returns for England and Wales 
show that 704 more women died of lung cancer in 1956 than in 1948, which is 
1.6 per cent. of all female cancer deaths, whilst for men the increase was 6,995 or 
15 per cent. of the total. During the adult lives of people now dying of cancer there 
is unlikely to have been any relative increase at all in cigarette smoking by men 
compared with women which could account for such a difference, but rather the 
other way round. The sex difference for total cancer mortality is, however, much 
smaller; in 1956, 47,706 men died of cancer, including 15,615 lung cancers, compared 
with 42,689 women with 2,571 lung cancers, which reduces the male excess of 
13,044 lung cancers to 5,017 in the total. The reason for this is that malignant 
neoplasms of the breast accounted for 8,580 women but only 69 men, and genital 
cancers (including 3,946 uterine) were probably also commoner in women, though 
they are not shown separately in the returns for men. It looks as though the threshold 
may often be reached first in the breast or uterus in the more cancer-prone women 
whether they smoke or not, whilst with men it is elsewhere and often in the lungs of 
cigarette smokers. 

There is still some excess of male deaths but that is probably to be ac- 


counted for by differential mortality for cancers at various different sites, 
and cancer-proneness is concerned with incidence rather than mortality. 
Table I, which has been condensed from figures given in the 1952 Sup- 
plement to the General Register Office Report on Cancer Registration 
(1950), shows the different types of cancer registered, with survivals at the 
end of the third year. Survival rates at the various sites are, much the same 
for both sexes, but the site distribution is very different. More than half the 
female cancers were mammary or genital with a 40 per cent. survival rate, 
compared with only 7.6 per cent. for male genital cancers with a similarly 
good prognosis. Cancer of the lung and bronchus, on the other hand, which 
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had by far the worst survival rate in both sexes, comprised 14 per cent. of 
all male registrations but only 2 per cent. of the female. Consequently, the 
total female survival was g per cent. better than for the men, which will 
narrow still further the gap between the sexes for cancer incidence as 
opposed to mortality. This suggests that cancer-proneness may be much the 
same for both sexes, as it might be if it were genotypic in origin. 


REGIONAL DIFFERENCES 
Finally, the hypothesis of cancer-proneness can also be used to explain the 
rather surprising differences in regional and national lung cancer mortality, 
which are not easily related to differences in smoking habits. 


Stocks (1947) gives mortality rates for various diseases in 20 large English towns 
grouped according to their sunshine records, and he shows that the lung cancer 
mortality ratio rises from 58 where there are more than 1,400 hours of sun in the 
year, to 100 for 1,150-1,400 hours, and then to 152 for under 1,150 hours, and he is 
inclined to think that there may be something in sunshine itself which inhibits 
lung cancer. 


But, although no figures are given, there is the possibility that the in- 
cidence of carcinoma of the skin would be positively correlated with the 
sunshine figures, since exposure to the sun is known to be a factor in its 
etiology. It would then be negatively correlated with lung cancer, and that 
might be more than a coincidence if cancer-proneness is uniformly dis- 
tributed throughout the population, so that where more people suffer from 
skin cancers there will be fewer to get it in the lungs, and vice versa. Since 
carcinoma of the skin is quite easily treated, as lung cancer is not, this means 
that the total cancer mortality will be higher where there is less sunshine. 
That could also be significant in the differential urban-rural mortality from 
lung cancer which has been observed, for since more countrymen work out 
of doors they may tend to develop skin cancer if they are cancer-prone, com- 
pared with indoor workers in the towns. In the same way the lower lung 
cancer mortality in the United States, compared with Great Britain, could 
be explained by differences in the exposure to sun producing more skin 
cancer, and so less lung cancer, in the United States than in the relatively 
sunless climate of Great Britain, although tobacco consumption in America 
is a good deal higher. 


It is interesting to see that Dorn (1944) is quoted by Stocks as finding in the 
United States a cline in relative stomach cancer mortality which increases from 
15.5 per cent. of all cancers in the southern states to 23 per cent. in the northern 
states, and that this is matched by an inverse cline for carcinoma of the skin, which 
formed 1.5 per cent. of all cancer deaths in the North and 5 per cent. in the South. 
Skin cancer incidence, as opposed to mortality, in a large sample of white males 
showed a similar cline ranging from 12.5 per cent. of all cancers in the North to 
40 per cent. in the South, which was ascribed to the effects of sunshine. 


WHAT IS BEING RISKED BY SMOKING 
There is, then, quite a lot of prima facie evidence to suggest that congenital 
cancer-proneness does play a part in the origin of neoplastic disease in man, 
as in other animals, and it ought not to be overlooked when considering the 
action of extrinsic carcinogenic substances as a cause of some of the forms 
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of human cancer. There can be no reasonable doubt that cigarette smoking 
is a principal external cause of lung cancer, and the Medical Researcl 
Council does well to warn of its dangers, for lung cancer is a distressing 
disease which shortens the lives of its victims. But it is important to deter- 
mine not only the risks that are run by smokers, but also what it is that is 
at stake. It should not be taken for granted that this must be the ten or more 
years of a normal expectation of life as it could be much less than that, if 
congenital cancer-proneness is involved. It is clearly most relevant to know 
whether the statement that a heavy cigarette smoker has one chance in ten 
of dying of lung cancer could equally well be expressed by saying that he 
has one chance in ten of losing a couple of years of life, or whatever it may 
be. What is needed is a figure for the mean loss in expectation of life by a 
smoker who develops lung cancer, and it seems that there may now be a 
good opportunity to get a better estimate of this than has so far been avail- 
able, from data that have already been collected by the Medical Research 
Council in their inquiry into the smoking habits and mortality of doctors in 
Great Britain. 
SUMMARY 

The hypothesis that cigarette smoking, and other extrinsic carcinogenic 
agents, may be responsible for causing cancer only in individuals who are 
already genetically prone to develop the disease is discussed. 

The published data of the Medical Research Council’s inquiry into the 
smoking habits and mortality of doctors are shown to be not inconsistent 
with this hypothesis, if it can be assumed that the deaths of the cancer-prone 
smokers who die of lung cancer have been advanced in comparison with 
those of non-smokers of equivalent proneness who will, nevertheless, be 
likely to develop cancer sooner or later somewhere else in their bodies. 

This could be of practical significance since it is important to know not 
only what is the risk of developing lung cancer that is run by a smoker, but 
also what it is that is being risked in the way of expectation of life. It ought 
to be possible to derive some estimate of the mean loss in expectation of life 
for the different classes of smokers and non-smokers from the data already 
collected in the Medical Research Council inquiry. 
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THE IMPORTANCE OF THE 
CASE HISTORY IN 
THE-APPROACH TO ALLERGY 


A SURVEY OF 1,188 UNSELECTED CASES 


By F. H. MILNER, B.Sc., Pu.D., F.R.I.C. 
AND E. C. TEES, M.B., B.Cu. 
Medical Officer, C. L. Bencard Ltd. 


TuaT the allergic diseases occupy a fundamental place in the mosaic of 
medicine has long been recognized, and their importance to the community 
appears to grow with the passing years. The purpose of this survey is to 
draw the attention of the practising physician to the primary importance 
of a careful clinical history as the foundation on which a proper diagnosis 
can be made and successful treatment instituted. When the history is con- 
firmed by the appropriate skin tests, and avoidance of the causative factors 
or specific hyposensitization is undertaken, elimination of the symptoms, or 
a substantial reduction in their severity, can be expected in the majority 
of cases. 


THE SIGNIFICANCE OF SKIN REACTIONS 

An appreciation of the significance of the skin reactions is essential to their 
proper interpretation. In two surveys of unselected cross-sections of the 
population of this country, we found that in the first survey 66 per cent. 
and in the second 70 per cent. gave one or more positive reactions on testing 
with a selection of allergens known to be common causes of clinical symp- 
toms. These included intradermal tests for house dust, feathers, cat fur, 
dog hair, horse hair and dander, wool, Candida albicans, and moulds, and 
prick tests for pollens, egg, milk, and wheat flour. Clinical allergy was con- 
firmed in approximately 10 per cent. of the total, and it was concluded that 
those giving positive reactions to allergens, but who exhibited no allergic 
symptoms, were sub-clinically sensitive. That is, they are of the allergic type 
who could, under favourable conditions of allergen concentration, stress 
and the like, develop a clinical allergy. 

These findings are stated in order to indicate that skin tests alone can be 
misleading in reaching a diagnosis. One must bear in mind that the allergic 
patient will have sub-clinical as well as clinical sensitivities and it is in 
the differentiation of these that the investigator displays his skill. An 
example is the patient with perennial rhinitis and asthma who may be found 
to give a strong reaction to pollens, yet whose history gives no indication 
of seasonal exacerbation. To test sucha patient with pollen extracts is wrong 
and time-wasting because the history does not indicate pollen sensitivity. 
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If, therefore, all allergic patients are subjected to routine skin testing with 
a set of allergens such as that already listed, it is possible to obtain some 
positive reactions which are sub-clinical in type, and to miss the actual 
allergens clinically responsible for the condition. Routine skin testing of 
this type is often a standard procedure and, in our opinion, hyposensitization 
based on such an investigation will not only fail in its purpose in the 
majority of cases but will lead, and indeed has sometimes led, to the dis- 
crediting of skin tests as an aid to diagnosis. 

In the patients in our surveys the causative allergens were deduced from 
a careful case history and skin tests were used merely to confirm these 
deductions. That success follows the appropriate treatment is the rule 
rather than the exception, is clearly evident from the results obtained. 


LIKELY CAUSATIVE ALLERGENS 

The case history must be devised to give maximum information about 
likely causative allergens. So far as our present knowledge goes, the weight 
of evidence concerning the constitutional factor in allergy is that it is prob- 
ably inherited. In the presence of hereditary or other constitutional ten- 
dencies the individual may become sensitized to one or several specific 
substances. Re-exposure to such substances, in sufficient concentration, will 
bring on the allergic attack. It is therefore most important to know, if 
possible, any event which preceded the first attack by a week or even longer. 
A change of occupation or environment would indicate new contacts, and 
illness treated with antibiotics might suggest a bacterial sensitivity or one 
to Candida albicans. The possibility of sensitization to the latter, owing to 
its proliferation following the exhibition of antibiotics, is not uncommon. 

The inherited predisposition which is likely to be uncovered in the family 
history of the patient undergoing investigation for allergy is a factor which 
should justify the continued search for allergens in those conditions in 
which allergy is in doubt. Migraine or eczema, for example, may or may not 
be allergic in origin, or the causative factors may be very obscure and 
elusive; in such cases the presence of a family history of allergy should 
encourage the consideration of allergy as one of the possibilities. In some 
cases the patient himself will previously have experienced some other 
transient or less distressing form of allergy such as acute urticaria, angio- 
neurotic cedema or gastro-intestinal disturbance after certain foods. 

Seasonal incidence or exacerbation will often point to the allergens. 
Classical hay fever from June until mid-July can usually be laid at the door 
of the grass pollens but, if the symptoms start appreciably earlier, or end 
much later, other pollens should be investigated and mould spores shouid 
be strongly suspected. An allergic condition occurring mainly in winter 
may well be due to dust, and/or animal danders (cat and dog), since more 
time is spent indoors in that season and ventilation is reduced. Bacterial 
allergy, too, must be carefully considered, especially if attacks are associated 
with respiratory-tract infections. Hypersensitivity to bacteria infecting the 
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respiratory tract does occur and the role of bacterial sensitization is im- 
portant in so-called infective asthma. 

The time of day at which attacks occur is often significant. Those occurring 
on retiring at night are often due to the contents of the pillows (e.g. flock, 
feathers), to wool from the blankets, to horse hair from the mattress or to 
ordinary dust. The last named, as an invisible film on the bedclothes, is 
disturbed when the patient enters his bed and a sufficient concentration 
may be established to give rise to an attack, especially if the patient is rest- 
less and does not sleep well. 

Food, as a cause of allergy in any of its manifestations, must not be over- 
looked. Attacks after certain meals will lead the patient himself to suspect 
sensitivity, and questioning will generally indicate the food or foods re- 
sponsible. Not uncommonly a patient with urticaria due to food sensitivity, 
admits under close questioning to a mild rhinitis in addition, which is often 
associated with sensitivity to one or more of the common inhalants. 

In the infant the dairy food group, particularly milk, is often incriminated 
as also are cereals; these sensitivities may be replaced, or added to, by the 
common inhalants such as house dust and feathers, as the child grows. 

Living accommodation may provide a clue in patients who have attacks 
in certain houses but not in others. Moulds must be considered when 
attacks are associated with dampness in the environment or a damp climate. 
In such circumstances the house is likely to contain, in addition to normal 
house-dust allergens, large numbers of mould spores. Usually, removal 
from the environment will produce a dramatic improvement but, in the 
event of this being impossible, hyposensitization will provide a satisfactory 
answer. Attacks associated with old houses should lead one to suspect the 
spores of dry rot (Merulius lacrymans), often a cause of nasal allergy and 
especially of bronchial asthma. Eradication of the fungus is essential but 
residual spores render hyposensitization advisable. 


DRUG ALLERGY 

With the increasing variety and use of drugs has come a corresponding 
increase in the incidence of sensitivity. The giant urticaria, or the ana- 
phylactoid reaction, which sometimes follows penicillin treatment in a sensi- 
tized person is well known, as is the dermatitis suffered by certain indi- 
viduals, particularly nurses, after handling streptomycin and penicillin. 
Allergy to barbiturates usually takes the form of a rash, but not infrequently 
asthma, rhinitis or urticaria is experienced. Although all workers in the field 
of allergy do not include drug sensitivity in atopy, because of a few striking 
dissimilarities, Feinberg advises that this type of sensitivity will in time 
prove to be truly atopic. The dissimilarities are: (1) The non-protein nature 
of the antigen, (2) the absence in some cases of a skin reaction on testing, 
(3) the failure to demonstrate circulating antibodies. The answer may lie 
in the concept that these drugs act as haptens and therefore combine with 
serum or tissue protein before being capable of acting as allergens, 
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The diagnosis will sometimes depend upon the history alone as in the 
case of aspirin hypersensitivity, but in other instances once a sensitivity has 
been acquired, skin tests can be diagnostic. The ‘challenge’ test, whereby 
the drug is exhibited to the patient, is unequivocal but is a hazardous opera- 
tion when the patient is exquisitely sensitive, and an ill-advised procedure 
except in the most experienced hands and in the presence of all facilities 
for dealing with anaphylactoid shock. Systemic administration of anti- 
biotics, particularly the broad-spectrum variety, can lead to an upset in the 
balance of the intestinal flora and a subsequent Candida albicans infection. 
On the one hand, manifestations such as asthma, rhinitis, urticaria, and 
eczema may follow the development of sensitivity to this organism; on the 
other hand, intestinal upsets, such as colitis (of allergic origin), may result. 


TREATMENT 
So far as treatment is concerned, there is a tendency to believe that in the 
allergic patient a single sensitivity is an indication that hyposensitization is 
worth while, but that if multiple sensitivities are present nothing can be 
accomplished. This is contrary to our experience when diagnosis and treat- 
ment are based upon the clinically significant allergens as determined by a 
careful case history confirmed by skin tests. We have found that a com- 
posite vaccine, specific to the requirements of the individual patient and 
containing extracts of all the causative allergens as indicated by case history 
and confirmed by skin tests, is the most effective treatment when avoidance 
is difficult or impossible. 
RESULTS 

- Tables I and II summarize the results obtained in 1,188 unselected cases 
of allergy in which the approach which we have outlined was adopted. It 



































Degree of improvement 
Condition Sub- Complete} Total 
None Slight | Moderate} stantial | freedom 
Asthma 20 34 67 285 50 456 
Hay fever 10 25 39 307 36 417 
Rhinitis 22 25 38 129 13 227 
Eczema 4 5 9 23 4 45 
Urticaria 2 4 2 II 4 23 
Angioneurotic edema I os I 6 — 8 
Migraine 2 I a 6 3 12 
1,188 | 





























TaBLe I.—Results obtained in 1,188 cases of allergy. 


should be noted that the assessment of treatment in all of these cases was 
made at least six months, and in most cases from one to four years, after 
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the patient had finished the course of injections. In these tables ‘substantial 
improvement’ is defined as a reduction of symptoms to such a degree that 
they no longer inconvenience the patient, and these patients, together with 
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Condition Sub- Complete 
None Slight Moderate stantial freedom 
74 8.5 
Hay fever 2.3 6.0 9.2 
82.5 
62.7 10.8 
Asthma 4-4 7.5 14.6 
73-5 
| 
| 37 | 5-7 
Rhinitis 9.7 II 16.6 
| 62.7 
47.8 | 17.4 
Urticaria 8.7 17.4 8.7 
65.2 
| st |g 
Eczema 9 II 20 
60 
3 
Migraine ; 16.7 8.3 — 
75 
| 75 | — 
Angioneurotic cedema 12.5 -- 12.5 
75 




















TaBLe II.—Results obtained in 1,188 cases of allergy—expressed as percentages. 


those in the category labelled ‘complete freedom’, are regarded as having 
been treated successfully. 

It is customary amongst allergists to divide asthmatics into three groups 
—‘infective’, ‘psychological’ and ‘allergic-—and to attempt to treat the 
‘allergic’ asthmatics only. In our series no such selection was made, on the 
basis that there is an allergic factor in all three types. This viewpoint seems 
to be supported by the results of specific hyposensitization. 

It is possible that these results will be criticized on the grounds that 
controls were not used. This survey is entirely clinical, but we regard these 
cases as constituting their own controls in that many of them were chronic, 
with symptoms of many years’ (up to 40) duration, and with little or no 
response to previous treatment. In view of the proportion of successful 
cases, we therefore consider that they can be regarded as highly significant. 


SUMMARY 
The outline of an approach to the diagnosis of various forms of allergy 
based on the case history is described, and the results of treatment by 
specific hyposensitization in 1,188 unselected cases are presented. 





NOCTURNAL ACROPARASTHESIA 
AND ITS TREATMENT BY 
NIGHT SPLINTING 


By RAYMOND HIERONS, M.B., M.R.C.P. 


Consultant Neurologist, Woolwich, Orpington, Sidcup, Medway 
and Canterbury Hespitals 


Tuis article is an analysis of certain aspects and personal impressions of the 
condition of nocturnal acroparesthesia. It is based on the findings in 125 
patients. Women of forty to sixty years formed the largest group of cases 
but 5 per cent. had symptoms before the age of twenty years and as many 
as 40 per cent. before the age of forty years. Several patients had had 
symptoms for twenty years and many for five to ten years. 


CLINICAL FEATURES 

The chief feature was the nocturnal attacks of pins and needles in the 
fingers, often burning in quality, together with numbness. This wakened 
the patient in the middle of the night and at times was so severe that it was 
necessary to get up out of bed and walk about. The paresthesia usually 
disappeared within fifteen minutes. Since the attacks occur during the 
night, when the patient is often not fully awake, there is difficulty in 
deciding the exact anatomical distribution. Some patients were certain that 
the little finger was not involved and occasionally others (apparently careful 
observers of their symptoms) were quite sure that this was affected as well 
as the rest of the fingers. In three patients the fourth and fifth fingers alone 
were involved. These sensory symptoms were often associated with severe 
aching pain up the inner side of the forearm, which, in a smaller proportion 
of cases, spread to the deltoid region or into the thenar muscles. 

The second, almost invariable, feature was numbness of the fingers on 
awakening in the mornings. In addition, the fingers felt stiff and swollen 
and might be flexed and difficult to straighten. One cannot be absolutely 
certain that actual swelling of the fingers occurs or whether the impression 
is derived simply from the numbness. A few patients had noticed difficulty 
in removing their rings shortly after rising in the mornings. There is there- 
fore the possibility that actual swelling of the fingers does occur in some 
cases. When the hands had been in use for a short time, the early morning 
numbness disappeared. Numbness and tingling of the fingers often occurred 
during the course of the day, usually in relation to activities such as carrying 
a heavy shopping basket, knitting, wringing out clothes or even holding up 
a newspaper, but passed off rapidly when the particular activity was stopped. 
Occasionally patients complained that they were wakened from sleep by 
severe pain in the forearm and hand, lasting for about half an hour, but not 
associated with paresthesia. They experienced the morning numbness of 
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the fingers, however, and, with activity, this recurred during the day. Mild 
persistent numbness of the fingers was present in about 10 per cent.: in 
these careful examination revealed slight sensory impairment over the three- 
and-a-half radial digits. Occasionally, also, slight wasting and weakness of 
the abductor pollicis brevis and opponens muscles were found. 

Another symptom not previously emphasized, which a number of 
patients described in almost identical terms, was of moderately severe 
aching pain in the elbow. This might occur with the night attacks, but was 











| Percentage 

Hand involved | of patients 
Right hand only 28 
Left only 5 
Both hands (in the majority very mild in the left) 35 
Right and left to equal degrees 13 
Both hands, more severe in the left | 18 








TaBLe I.—Hand involved in 107 cases of nocturnal acroparesthesia. 
All pregnant cases are excluded from this table. 

more frequent by day, often recurring in bouts, lasting for several weeks 
on end. This was usually localized to the medial condyle and less com- 
monly over the lateral. It might be accentuated by strong movements of 
the long flexor muscles, occasionally by contraction of the extensors. 

Investigations were completely negative in the majority of cases. X-ray 
evidence of cervical spondylosis was present in about 15 per cent., but this 
was not considered to be related to the acroparesthesia. Radiological 
changes in the carpal bones or wrist joints were detected in about 12 per 
cent., osteoarthritic changes being the chief of these and less often a cystic 
appearance confined to the scaphoid. One patient had signs of rheumatoid 
arthritis when first seen and one other (possibly two) developed evidence of 
this after being seen with the acroparesthesia. In two patients the symptoms 
followed soon after a Colles’ fracture. Three patients had, in addition, 
stenosing tenosynovitis of the flexor tendons of a finger and two a mild 
‘frozen’ shoulder. As shown in table I, the right hand was the more 
commonly affected. 

OCCUPATIONAL INCIDENCE 

The condition also occurs in men: about 8 per cent. of the total cases. One 
of these, a sculptor, had found that his symptoms only occurred when he 
was working in very hard stone, and periods of freedom coincided with 
work with softer stone. This patient claimed that a high proportion of his 
colleagues suffered from the condition. The male patients seem to consist 
not of workers in heavy labouring occupations, but of those who use the 
hands and arms. A high proportion of the women patients appear to work 
as cleaners, seamstresses or machinists. They have, in addition, the entire 
work of their homes, with all that this may involve. Many patients have 
noticed a tendency for attacks at night to follow overwork with their hands 
and arms. 
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RELATIONSHIP TO PREGNANCY | 


The condition may have started in pregnancy in 19 of the patients. These } 


differed slightly when compared with the non-pregnant group. They were 
all younger and, with one exception, both hands were affected. This excep- 
tional unilateral case had a mild Erb’s palsy on the unaffected side, dating 
from birth. ‘ 

An unexpected and interesting finding emerges from the analysis of these 
cases of acroparesthesia in pregnancy. Nine of the patients developed pre- 
eclamptic toxamia — 
characterized by ankle 





cedema, hypertension 
—usually mild (in 
every case the blood 
pressure was below 
140/90 mm. Hg in the 
first three months of 
pregnancy and was 
elevated above this at 
the time of the diag- 
nosis of pre-eclamp- 
sia) and albuminuria. 
Six others had, or 
Govtieped vl eed Fic. 1.—Light detachable splint used for treatment of 
stage, oedema of the nocturnal acroparesthesia. 

hands and feet, and 

two had anzmia with a hemoglobin level of 60 and 68 per cent. respectively. 
Feetal death occurred in one case and the acroparesthesia disappeared about 
the same time as the foetal movements ceased. Hence, in spite of the smallness 
of the series, there is an unusually high incidence of complications of 
pregnancy in otherwise healthy young women. If these observations are con- 
firmed, it would appear that acroparesthesia, developing for the first time 
during pregnancy, suggests a 50 per cent. chance of toxeemia developing. 








It is suggested that the most probable common factor in these conditions [| 


in pregnancy is oedema of the tissues. A number of the non-pregnant 
women also described how their nocturnal attacks tended to occur in bouts 
during the week preceding the menses, and tissue oedema may well explain 
this. 
TREATMENT 

From a study of 100 cases, Collins (1902) surmised that the condition 
was closely related to activities producing fatigue and exhaustion of the 
upper limbs. He also claimed that prolonged rest and a new environment 
were necessary for cure, but admitted that this was not often possible. 
Kinnier Wilson (1927), although maintaining that arteriosclerotic changes 
in the arteries to the nerves of the hands were responsible, noted that the 
patients were all hardworking. Walshe (1945), although attributing the con- 
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dition to sagging of the shoulder girdle from atonic muscles, also strongly 
emphasized the factor of fatigue and unaccustomed housework or other 
manual effort of wartime conditions. He found that rest in bed or cessation 
of manual work produced appreciable relief and disappearance of symptoms. 











| No. of 
Result | patients 
| 
No benefit 3 
Complete relief of symptoms 49 
Considerably improved, but occasional recurrence 
relieved by wearing splint 8 








Tas ie II.—Results of treatment by splint in 60 cases of nocturnal 
acroparesthesia, followed-up for at least three years. 

Opinions have changed in recent years due largely to McArdle’s (1951) 
work on the carpal tunnel as the site of the disorder and the favourable 
results of dividing the flexor retinaculum, and also the report by Kremer 
et al. (1953). 

TREATMENT BY SPLINT 

About one hundred and ten of these patients were treated conservatively by 
means of a light detachable splint thereby immobilizing the wrist (fig. 1)— 
a suggestion that I owe to Dr. S. Nevin. The splint was worn at night and 
for a few hours each day whenever the opportunity for rest occurred, 
usually for a period of three to four months. It must be remembered, when 
considering a new form of treatment for this complaint, that long periods 
of remission, particularly in the summer months, are extremely common 
and also the great variation in severity of symptoms which occurs. In a 
recent article Heathfield (1957) has also confirmed the value of splinting. 

The result in the first sixty patients treated by this method and followed 
up for at least three years is shown in table II. The results appear to be 
similar in the other fifty patients in my series treated by this method, 
although the follow-up is one to three years. Several, whose symptoms have 
been almost entirely abolished, have found that after an unusually hard 
day’s work, such as painting a room or spring cleaning, an attack might 
occur. They have found that symptoms can be prevented by wearing the 
splint on the night of such occasions. 


DISCUSSION 
Although involvement of the median nerve in the carpal tunnel is probably 
responsible for the majority of cases, it cannot explain every case of nocturnal 
acroparesthesia (e.g. three of this series in whom the fourth and fifth fingers 
alone were involved). There are also difficulties in believing that the con- 
dition is due only to compression of the nerve in the carpal tunnel. The 
pain round the elbow, which, in my view, is such a frequent feature of the 
condition, and also the pain over the deltoid with the nocturnal attacks, are 
difficult to attribute to the carpal tunnel, although they might be accounted 
for as the result of overwork or strain. Possibly in favour of this is the 
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observation by several patients, whose nocturnal paresthesia has been 
completely relieved by the splint or division of the carpal ligament, but who 
still waken with pain over the deltoid. 

It is suggested that tissue cedema is responsible in the pregnancy cases, 
perhaps by tension in the carpal tunnel or pressure on nerves in the fascial 
compartments of the forearm or palm. Mention was made earlier of a few 
of the non-pregnant patients, who noticed difficulty in removing their rings 
in the early morning. Others complained of stiffness and of feeling as if 
the fingers were swollen, although it is difficult to be sure whether actual 
swelling is present or whether this sensation is only part of the numbness. 
The tendency for the attacks to occur in some cases in the week before the 
menses again suggests the possibility of tissue cedema. 

Wright (1938) has shown that protracted activity of a muscle may lead 
to an increase in its bulk by as much as 20 per cent., due to the retention 
of excessive fluid within the tissue spaces. Thus, although excessive mus- 
cular strain seems to be responsible for nocturnal acroparesthesia, it is 
suggested that the actual cause is the resultant tissue edema. 


SUMMARY 
The clinical features and investigation of 125 cases of nocturnal acro- 
paresthesia are described. 

Conservative treatment is advocated, by means of a light detachable 
splint, to immobilize the wrist joint, before resorting to surgical division 
of the flexor retinaculum. Follow-up of these splint-treated cases revealed 
a high proportion of satisfactory results. 

A series of patients were studied who developed symptoms for the first 
time in pregnancy. Half of them developed pre-eclamptic toxemia and 
there were other complications. It is suggested that tissue edema might be 
responsible for the condition starting in pregnancy. 

In the common type of acroparesthesia not connected with pregnancy, 
there is a high incidence of involvement of the right hand and of occupa- 
tions or activities producing muscular strain. It has been claimed that pro- 
longed muscular activity can result in tissue oedema and this may be re- 
sponsible for the condition. Muscular strain would also appear to be a more 
reasonable explanation for the various pains in the arm, as these occur so 
often and are impossible to explain by compression of the median nerve 
at the wrist. 

I would like to express my thanks to Dr. S. Nevin for his help and encouragement. 
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A CASE OF GLANDULAR FEVER 
CAUSING RESPIRATORY 
OBSTRUCTION 


By E. J. A. DODDS, M.B., B.S. 
Junior Hospital Medical Officer, Honey Lane Hospital, Waltham Abbey, Essex 


GLANDULAR fever is a common condition which may affect anyone from the 
infant to the old-age pensioner; it is usually seen in patients in their first 
two decades of life. It is a disease of protean manifestations, the commonest 
of which appear to be the anginose form, and that associated with generalized 
splenic and lymph gland enlargement. The Paul Bunnell test is no longer 
assumed to be the ultimate test for the diagnosis of glandular fever and 
cases are now described as either Paul Bunnell positive or negative (Hobson 
et al., 1958). The condition often passes unnoticed but on the other hand 
deaths have occurred from neurological complications, hepatitis, ruptured 
spleen and respiratory obstruction. 

It is very probable that tracheotomy has been carried out in cases of 
glandular fever in the past, and that these cases, owing to the absence of a 
Paul Bunnell test, were labelled swab-negative diphtheria and were con- 
sequently not reported. Six cases have been described in which tracheotomy 
resulted in relief of symptoms (Bower et al., 1949; Chen and Teng, 1941; 
Jones and Jones, 1949; Lemierre et al., 1948; Librach, 1951; Story and 
MacCabe, 1946). 


In the following case, tracheotomy following intubation was successful. 


CASE HISTORY 

Twins (Robin and Roger) were seen in outpatients in mid-October 1957 as routine 
candidates for tonsillectomy and adenoidectomy. They both gave a similar history 
of recurrent throat infections and nasal obstruction, worse at night. On examination, 
the two children were mouth-breathing due to large masses of adenoids in their 
post-nasal spaces and had marked cervical adenitis with fleshy enlargement of their 
tonsils. They were both put on the waiting list to go into hospital in due course for 
tonsillectomy and adenoidectomy. The whole of the family (parents and two other 
brothers) had had what was described as influenza in mid-September 1957. 

On November 27, 1957, some six weeks after the twins had been seen in the out- 
patient department for assessment of their tonsils and adenoids, Robin had to be 
admitted to hospital as an emergency. He had had a recurrence of sore throat with a 
slight cough which began on the day before admission. He slept badly the same night 
and became progressively dyspneeic. 

On examination, he had a temperature of 104°F. (40°C.), pulse rate of 140 and 
respiratory rate of 40. He was very dyspneeic and pale. He had no nasal airway at all 
and there was gross cedema of all the elements of Waldeyer’s ring and lymphatic 
tissue. The tissue appeared clean with a smooth surface reminiscent of frosted glass. 
There were no petechiz on the palate. He had marked cervical adenitis but no other 
glandular enlargement throughout the body. 

Despite heavy sedation and local measures to relieve his dyspnceea his condition 
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grew worse. An endotracheal tube was inserted with difficulty but with much relief. 
On intubation the laryngeal cords appeared normal. Twelve hours later a formal 
tracheotomy was carried out under general anzsthesia. Clinically he progressed well 
after operation. Apart from some emphysema of the neck, which developed following 
tracheotomy, his recovery was smooth. He was given intramuscular crystalline 
penicillin and prednisolone (2.5 mg. twice daily) for one week. By the end of the 
first week he had a clear nasal airway. The tracheotomy tube was removed on the 
seventh day. By that time the liver and spleen had become palpable and glands 
could be felt in the axilla and left groin. The erythrocyte sedimentation rate 
remained-elevated and he was not discharged from hospital for seven weeks. 

On discharge the tonsils and cervical lymphatic glands were still very much 
enlarged but the liver, spleen and axilla had returned to normal. His pharyngeal 
tonsils persisted in their enlargement and were still enlarged when tonsillectomy and 
adenoidectomy were carried out in March 1958. The operation and postoperative 
course were normal. 

Investigations.—Culture of a nasal swab produced no growth, whilst culture of a 
throat swab revealed only a moderate growth of the normal pharyngeal flora, with a 
few colonies of Streptococcus pyogenes. Radiologically the lungs were clear, and the 
urine was normal in all respects. 

White cell count.—White blood cell counts carried out on the patient, his twin 
brother (Roger) and his youngest brother (Robert) all proved to be typical of 
glandular fever (table I). 














Total Small Large Atypical 
white cell Poly- |lympho-!lympho-| Mono- | Eosino- Baso- |lympho- 
Patient Date count morphs cytes cytes cytes phils phils cytes 
perc.mm. |per cent.|per cent.|per cent.|per cent.|per cent.|per cent.|per cent. 
Robin 28.11.57 22,000 64 10 3 3 ° ° 14 
Roger 29.11.57 7,400 27 42 12 3 ° ° 16 
Robert 29.11.57 8,000 31 59 3 4 ° ° 3 
Robin 14.12.57 9,200 26 32 16 7 ° ° 19 
Roger 6. 1.58 6,200 r 63g 57 10 4 3 I 10 
Robert 6. 1.58 7,800 52 29 4 5 4 ° 6 



































TABLE I.—Differential white cell counts in patient with glandular fever, and two of his brothers. 


Paul Bunnell reaction —Robin.—Screen test 1/32. Heterophile antibodies com- 
pletely absorbed by ox cells but not by guinea-pig kidney. Typical reaction of 
glandular fever. 

Roger.—Unabsorbed agglutinins 1/56. Absorbed with guinea pig 1/56. Absorbed 
with ox cells nil. 

Robert.—Unabsorbed agglutinins 1/112. Absorbed with guinea pig 1/56. 
Absorbed with ox cells 1/14. 

Tonsils.—The pathologist’s reports in sections of the tonsils showed that in the 
case of Robin in both tonsils the germinal centres were rather larger and more 
active than usual and the stroma contained large numbers of large lymphocytes with 
nuclei showing features associated with glandular fever. In the case of Roger the 
tonsils showed features similar to those of his brother: i.e., those associated with 
glandular fever. 


DISCUSSION 

The cause of Robin’s nasopharyngeal obstruction was probably a combina- 
tion of an upper respiratory tract infection, glandular fever, and inherently 
enlarged tonsils due to previous recurrent episodes of tonsillitis. It is quite 
possible that the whole family had glandular fever, even though every 
member was symptom free throughout the time of Robin’s illness. Even his 
twin brother, Roger, who had also been on the waiting list for tonsillectomy, 
remained symptom free. 
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Technically the operation of tracheotomy was eminently more satisfactory 
when carried out as a ‘cold’ operation with previous intubation than as an 
emergency. The original intention was to perform an emergency tonsillec- 
tomy following the intubation but this was postponed in view of the diagnosis 
of glandular fever following the blood count. There is no doubt that 
intubation followed by tracheotomy was a life-saving procedure in this case. 
The endotracheal tube was left in situ for only a short period; after twelve 
hours the laryngeal cords were beginning to show evidence of cedema; 
laryngoscopy was not repeated again after tracheotomy. Occlusion of the 
tracheotomy tube during the first three days rapidly resulted in the onset of 
acute respiratory distress. Although the excessively cedematous elements 
of Waldeyer’s ring prevented any form of satisfactory respiration, they did 
not impede the child’s ability to swallow liquids and small tablets. There 
was never any necessity for parenteral administration of fluids. 


SUMMARY 
A case of nasopharyngeal obstruction associated with glandular fever and 
requiring tracheotomy is discussed. ‘Two other members of the same family 
who had glandular fever remained symptom free. 


I would like to thank Mr. H. M. Parsons, who performed the operations, for his 
help in the compilation of this article; Dr. Donald Bateman for the skilful way in 
which he performed the difficult intubation, and for the anesthetics for the trache- 
otomy and subsequent tonsillectomy and adenoidectomy; Dr. I. M. Tuck, Dr. 
N. A. F. Young and Mr. P. Church for the pathology data; Dr. R. W. Tannahill 
for permission to publish; and the staff of Waltham Abbey War Memorial and 
Honey Lane Hospitals for their cooperation and support. 
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THE NEED FOR ORTHOPADIC 
TREATMENT OF INFANTS WITH 
DELAYED PHYSICAL DEVELOPMENT 


By C. C. MICHAEL JAMES, Pu.D., F.R.C.S.Epb. 


Orthopedic Surgeon, Newcastle upon Tyne Group of Hospitals, and Northumberland 
County School Health Service 


INFANTS with flabby musculature are not uncommon, with the associated 
delay in the passing of various milestones which mark their physical develop- 
ment. After exclusion of cases of Werdnig-Hoffmann disease and of the 
myopathies, some of the remainder develop as spastics, some prove to be 
mentally retarded or deficient and some become normal children. 


THE PROBLEM 

The development of muscle strength and coordination to hold up the head, 
to sit up and finally to stand and walk may be retarded only slightly or very 
obviously. In the majority of these children these functions develop with 
only slight delay so that the children rapidly become physically. normal. In a 
minority the delay is greater: they do not develop muscle power or control 
equally so that there is some degree of imbalance and if this imbalance is 
not controlled artificially it is likely to persist to produce deformities. Un- 
fortunately, this minority is not recognized by many practitioners and the 
children come at a later stage for orthopedic treatment of conditions which 
could have been prevented. 

As the production of imbalance occurs in those muscles which have a 
supporting function against gravity and in weight-bearing, the commonest 
results are poor posture and badly controlled feet. These abnormalities 
occur in all children who are more than slightly physically retarded and 
can be avoided by deliberately preventing the child from adopting an erect 
sitting or standing posture until such time as the muscles have attained a 
reasonable strength and can coordinate. There are many reasons why both 
clinically and socially such a method of treatment is wrong and a suitable 
method is available which is more satisfactory. 

These children most commonly present at orthopedic consultation with 
a condition of talipes calcaneo-valgus where the calf muscles are almost 
flail, and the arches of the feet collapse on weight-bearing. This deformity 
results presumably from the pressure of the bedclothes in the first place 
and later from weight-bearing in the absence of muscle control. The 
opposite deformity (club foot) is rarely seen and is usually indicative of the 
existence of some other underlying cause such as a meningocele. 

The general view seems to be that the feet of these retarded children 
always develop satisfactorily without treatment. It is true that their feet 
May 1959. Vol. 182 (598) 
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usually do develop power but unless, as rarely happens, the foot musculature 
has recovered full strength by the time the child stands the feet will collapse 
with weight-bearing into a position of complete valgus (eversion and 
flattening of the longitudinal arch). The function and shape of the normal 
limb are dependent upon the synchronous growth of the bones and the 
development of muscles. If children are allowed to walk and to develop 
the muscles with the feet in a position of valgus the bones will grow into 
this shape and the ligaments will be hopelessly stretched: the feet will be 
permanently deformed and will be a permanent disability. It is of the utmost 
importance to remember that in such cases bone development is not so 
delayed as muscle strength and, even with paralysis and absence of sensation, 
the bones continue to grow. If a child with poor musculature is to grow up 
with normal foot function, the bones must be protected artificially so that 
they grow in normal shape, with normal articular surfaces, until such time 
as the muscles coordinate. If the child’s feet are controlled in the early stages, 
the child has something solid upon which to stand and walk; he will walk 
earlier and his lower limb musculature will strengthen and coordinate 
earlier. 
TREATMENT 

Most of these physically retarded children have talipes calcaneus. It is 
therefore not proposed to discuss the treatment needed for the rare case 
among them of talipes equino-varus (club foot). The purpose of treatment 
in the first place is to prevent deformity and in the second place to assist 
stability. The type of treatment depends upon the child’s age and the state 
of muscle power and coordination; it is best undertaken by an orthopaedic 
surgeon. 

Neonatal.—No treatment is usually necessary at this stage but when there 
are evident contractures, e.g. in front of the ankles as so commonly occurs in 
talipes calcaneus, these must be stretched by frequent manipulations; 
splintage may occasionally be needed for a short time. 

Infancy.—No active treatment may be necessary except the prevention of 
stretching of the weak calf muscles by the weight of clothing. Night splints 
become necessary later. 

Over one year old.—Muscle development may be well advanced but is 
commonly still very much delayed at this age. It is beginning, however, and 
treatment becomes essential. Splintage is needed to maintain foot posture 
both by day and by night but with frequent freedom to permit massage and 
manipulation. The feet of these children will not become stiff with continued 
splintage provided that bandaging is not tight and that plaster of Paris is 
avoided. When voluntary muscle action develops splintage becomes less 
necessary, except when weight-bearing or during the night. Once the child 
can hold his head up and can maintain a sitting posture further treatment 
can help. It is not necessary to wait for the child to be able either to sit 
himself up or to stand himself up. At this stage muscle power is sufficient 
to maintain a posture but not to change it to any great extent. 
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Boots, lacing to above the ankle, are provided with longitudinal arch 
supports and with heel raisings at least } of an inch (3.2 mm.) thick. Short 
irons are occasionally also necessary. The child wearing boots can be stood 
up for short periods to lean against a chair or stool of suitable height. To 
begin with the knees will give way and the child sit down. Later, leg strength 
will increase and will become sufficient to maintain a standing position and 
the child will start moving the feet in the slow beginnings of learning to walk. 
These processes are all slow but ultimately strength will develop and the 
muscles learn to coordinate not only in the lower limbs but in the body 
generally. 

The delay in development of muscle control is far greater in the lower 
limbs than in the rest of the body and, by artificially controlling the feet 
and ankles, the child is given a sense of stability which permits develop- 
ment of the postural sense and power of the muscles controlling the trunk, 
pelvis and limbs. Once this ability has developed the child will start trying 
to walk around the furniture, so developing also the power and coordination 
of the leg and foot muscles, but he will not walk without holding on to 
something until the calf muscles are strong, since these are essential for 
balancing. 

Relative to the delay in acquiring the ability to maintain a sitting position, 
the time taken to attain the ability to take steps around the furniture is 
often remarkably short, but the time which elapses from this point to 

_walking without holding on is often very prolonged. The splints for the feet 
and ankles will be needed for many years but in most cases can ultimately 
be discarded. While the feet are supported and the child learns to walk 
his posture will automatically improve; the back rarely requires splintage. 


DISCUSSION 

The treatment advised here is based upon clinical experience—originally 
with children whose hypotonia except as regards the feet had completely 
recovered; the correction of foot function proved a formidable task because 
they were seen late and attended with established deformity. When the 
opportunity of treating similar children in an earlier stage of their hypotonia 
presented, the coincident improvement in trunk and limb musculature, 
which followed the ability to stand and move the feet and legs after their 
feet and ankles were stabilized, was very impressive. This development of 
postural sense and power is a second and important reason for treatment 
of the feet; it produces normal function earlier than if the feet are left to 
develop themselves. 

Most of these children who are hypotonic can probably be classified as 
milder cases of benign congenital hypotonia (Walton, 1956), but usually no 
attempt is made to label them with a diagnosis and they are presented to 
the orthopzdic surgeon with the ‘umbrella’ description of flat feet. Possibly 
the cases of talipes calcaneus, only a few of which are recognized at birth, 
which do not develop good foot control on walking at a normal age, could 
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be regarded as cases of an even milder form of benign congenital hypotonia: 
certainly many of these children have joints which are very lax, a laxity 
which may persist to the age of 8 or g or occasionally even later. 

It has been shown (Macnab, 1954) that the power of the lower limbs in 
infants born with meningo-myelocele is associated with delay in myelination 
of the spinal cord tracts, the degree of myelination being evidence of the 
degree of development and excitability of these tracts. In a similar way, 
the late appearance of coordination and function in physically retarded 
children can be postulated as being associated with a similar delay in 
myelination of tracts in the brain and spinal cord, not associated, however, 
with a local lesion as in spina bifida cystica but resulting from some more 
general cause acting in utero. It is known that until a tract is sufficiently 
myelinated it cannot function properly; the process of myelination is 
stimulated as need for function occurs. Tracts do function before they are 
myelinated but inefficiently, and this amount of function appears to be the 
necessary stimulus to start the myelinating process (Langworthy, 1933; 
Fulton, 1943). 

A normal infant is known to have certain tracts in the brain and cord still 
unmyelinated at the time of birth and it is also known that this process is 
not completed until about the age of eight months. The last motor tracts to 
be myelinated are those related to the extrapyramidal system of efferent 
fibres, and the distal part of the cord is always myelinated later than the 
cervical. It is interesting to note that the anterior horn cells in the three 
sacral segments of the cord are related to the intrinsic muscles of the foot, 
the long toe flexors, gluteus maximus, the hip rotators, almost all the cells 
for the calf muscles and about half the cells for the hamstrings (Sharrard, 
1955): 

In the normal child the ability to walk coincides with the rapid develop- 
ment of other skills of hand and finger movements, speech, intelligence and 
general muscular coordination. This can be explained in relation to the 
increasing myelination of the tracts of the spinal cord and sensitivity re- 
sponding to increasing frequency and strength of stimuli, and the develop- 
ment therefrom of pathways in the spinal cord and the brain which facilitate 
better intelligence and better control of muscle activities in the higher centres. 
To some extent at least, the development of the coordination tracts in the 
brain must be dependent upon need, since it is known that up to about the 
age of 6 years the functions of damaged areas of the brain can be taken over 
by other undamaged areas and that functions can similarly be exchanged in 
the spinal cord. 

The time factor in tissue development has also to be considered. Feetal 
tissues are dependent for their development upon organizers and one tissue 
is dependent upon another. If, for any reason, the development of one tissue 
is delayed, the subsequent train of development of other tissues is upset and 
the normal interaction of tissues timed for a later period cannot occur. Thus, 
not only is the tissue whose development was originally delayed prevented 
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from further development, but the later developing associated tissues cannot 
themselves develop to the normal state. 

The essential pathology of benign congenital hypotonia has been dis- 
cussed by Walton (1957b) who shows that most of the evidence indicates 
that there may be peripheral neuromuscular dysfunction, if not incomplete 
development at that site, thereby excluding failure of myelination as a cause. 
Clinical experience of the general muscular improvement with the-sup- 


portive stability of the ankles and feet suggests that there is also delay in } 


myelination of spinal cord tracts. If the time factor is considered, it may 
become possible to show that there is a relationship between the delay in 
myelination and the peripheral neuromuscular dysfunction; it may also 
account for the two types of benign congenital hypotonia described by 


Walton (1957a): those with complete recovery, and those with incomplete | 


recovery. 


CONCLUSIONS 
Whether or not the theory of causation which is put forward here is accept- 
able, the fact remains that physically retarded children can be and should 
be helped by early treatment. There are four main reasons :— ' 

(1) To maintain normal footshape until there is sufficient muscle power 
to permit weight-bearing with minimal risk of foot deformity and to permit 
the muscle power of feet and ankles to develop equally, without imbalance. 

(2) To provide, by splintage of the feet and ankles, a firm foundation and 
sense of stability to permit more rapid development of the muscle power 
and coordination of the trunk and hips. 

(3) To obtain earlier walking ability than is likely to occur without 
splintage and, by hastening this ability, to facilitate the early and rapid 
development of other skills in limbs, trunk and brain. 

(4) To reassure the parents to whom the delayed development of their 
offspring causes great anxiety and distress and who need the moral support 
of their doctors. 

The plea for preventive treatment presented here parallels that included 
in an article by Ellison Nash (1956) on behalf of children suffering from 
congenital spinal palsy. 
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HOME-HANDLING OF A PATIENT 
WITH SEVERE SPINAL CORD DISEASE 


By W. RITCHIE RUSSELL, C.B.E., M.D., D.Sc., F.R.C.P. 
Director, Department of Neurology, United Oxford Hospitals 
AND 
R. G. WILLISON, B.M., M.R.C.P.Eb. 

Registrar, Department of Neurology, United Oxford Hospitals 


Tue achievements of the disabled are not only a reason for admiration, but 
also provide information from which others can learn. 


THE PATIENT’S HISTORY 
One of our patients (now aged 45) keeps at work although both legs, trunk 
and the left arm are severely paralysed. He has suffered with a spinal type 
of disseminated sclerosis which began in 1937 when he was aged 24. He 
only has his elderly mother (aged 74 years) to care for him, and his success 
in holding a clerical post seems so remarkable that we arranged for a 
photographer to record the way it is done. The key to the situation is an 
easily operated nursing hoist and the one illustrated here is the Sherpa 
Headington Hoist (obtainable from Stanley Cox, Ltd., 95 New Cavendish 
Street, London, W.1). Although this machine costs over £100, the patient 
realized that it was worth while to use this sum if by so doing his mother 
could continue to look after him. He bought the hoist in November 1955 
and it has been in daily use ever since. On several occasions he has slipped 
to the floor but the hoist raises him without difficulty, whereas previously 
his mother was obliged to summon help from a passer-by or a policeman. 

At one stage he developed very troublesome flexor spasms, but these were 
relieved by the procedure described by Platt et a/. (1958), and the patient 
is case 2 in that article. 

PROCEDURE 
His body and limbs are very spastic and for this reason two slings are 
sufficient to support his weight. He keeps these in position at night and at 
06.30 hours the following procedure is carried out :— 

(1) The nursing hoist is brought to the bedside by his mother and he 
is lifted clear (fig. 1). 

(2) Extensor spasm at first dominates his posture (fig. 2), but this soon 
‘gives’ and he is transferred to the wheel-chair (fig. 3). 

(3) He is washed and dressed, and he can still support himself for a few 
minutes on his feet with support from the end of the bed (fig. 4). This 
enables his mother to move him to a commode for toilet purposes. 

(4) He can take breakfast with his one useful hand (fig. 5). 

(5) After breakfast he is ready to go to work at 08.15 hours (fig. 6). 

(6) There is a step at the front door. The hoist cannot surmount this 
May 1959. Vol. 182 (603) 
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difficulty, so a friend helps with the move from house-chair to motor-chair 
(fig. 7). He then drives to work, a distance of about a mile, and here two 
young members of the office staff lift him (fig. 8) into an indoor wheel-chair 
(fig. 9) from which he does a day’s work in a Government office. 

(7) In the evening the same happens in reverse and fig. 10 shows the 
patient’s mother raising him from his chair. 

The method illustrated in the photographs is not the one generally used 
nowadays, for most people find that the lifting bar is more conveniently 
used across the line of the patient, and the position in which the patient 
is lifted is determined by the relative length of chains connecting the sling 
under the arms and the sling under the legs. 
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HOMCOPATHY TODAY 


By HAMISH W. BOYD, M.B., F.R.F.P.S., D.C.H., F.F.Hom. 
Assistant Physician, Glasgow Homeopathic Hospital 


THE word ‘homeopathy’ has for many years been associated in the minds 
of medical men with ‘quackery’ or impossibly small doses of drugs. The 
purpose of this article is to explain what homeopathy is, to dispel some 
wrong conceptions and to point out the value of this form of treatment in 
present-day orthodox medical practice, particularly general practice. 

Homeopathy is now a recognized specialty within the National Health 
Service, and its hospitals and dispensaries are run by the Service, and are 
staffed by physicians who prescribe homeeopathic treatment in addition to 
the best of orthodox treatment. With the tremendous advances in thera- 
peutics in the past fifty years, many will consider that homeopathy is out 
of date, but those who practise it find that it has its uses in many spheres, 
including the treatment of many chronic ailments, such as rheumatism, 
migraine, asthma, skin diseases, chronic bronchitis, neurological disorders, 
to mention a few. These are conditions which still present difficulties in 
modern therapy. It has a place to play in preventive medicine, and will help 
many a general practitioner to cure an illness in its very first phase, before 
gross pathological change has taken place. It can help to deal with the 
catarrhal child, or the child with fears or nightmares, with the harassed 
overwrought housewife, with the elderly, with all the patients seen in 
gencral practice who have no ‘disease’ but are merely ‘not well’. 


THE HOMCOPATHIC APPROACH 

In order to practise homeopathy successfully it is necessary to develop a 
different approach to one’s patient. Whilst. diagnosis is still important from 
the point of view of treatment and prognosis, the doctor must look at his 
patient, not just as a case of bronchitis or rheumatoid arthritis, but as Mrs. 
Jones, a person who suffers from bronchitis, and reacts to her illness in a 
way which is characteristic of herself. To the homeopathic physician the 
actual disease is much less important than the patient’s reaction to it. He 
wants to observe the type of person she is, nervous, excitable, weepy, slow, 
phlegmatic, or irritable; her build, her reactions in general to the weather, 
her cravings or dislike for particular foods. These indicate the patient’s 
constitutional type, and are very helpful in selecting remedies, particularly 
in chronic disease. He then inquires about the details of her main symptoms, 
the type of cough, what makes it worse, what time it is worse, and so forth. 
In this way he forms a symptom picture of the individual patient. 


THE ‘DRUG PICTURE’ 
It is well known that many plants, metals, salts, and snake and other venoms 
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have toxic or poisonous effects. In addition, however, to these toxic effects 
there are many other minor symptoms which can be produced by giving 
these substances to healthy human beings, in repeated small amounts. The 
administration of repeated small amounts of substances to a series of healthy 
human beings is known as ‘proving’, and the collection of common symp- 
toms produced in a number of ‘provers’ by one substance enables one to build 
up a picture, composed of these symptoms together with the toxic effects of 
this particular substance. This process of ‘proving’ remedies has been carried 
out for a large number of different substances and it is these ‘drug pictures’ 
which form the homeeopathic materia medica. 


THE SIMILAR REMEDY 

The basis of homeopathic prescribing lies in the discovery by Samuel 
Hahnemann, that a substance which is capable of producing a ‘symptom 
picture’ in a healthy human ‘prover’ is capable of curing a similar ‘symptom 
picture’ in an ill patient, even though the patient’s ‘symptom picture’ may 
have arisen from some other cause: e.g. infection, nervous strain. This is 
what is meant by ‘similia similibus curentur’—let likes be treated by likes. 
In practice the physician must select a remedy which has a ‘symptom picture’ 
as similar as possible to the patient’s symptoms and then prescribe it in a 
specially prepared form. The action of this remedy is a stimulus to the 
patient’s powers of recovery, and therefore in chronic disease a single 
remedy in a single dose is given and then left to act. This it may continue 
to do for some weeks or even months, and it is wise not to repeat the remedy 
while improvement still continues. In acute disease the remedy stimulus is 
much more short-lived, and repetition is therefore necessary more fre- 
quently: four-hourly, two-hourly, or even every five minutes in extreme 
cases. 


PREPARATION OF REMEDIES 
It has been stated that the homeopathic remedies are derived from many 
sources, such as fresh plants, metals, salts, and snake and other venoms, but 
in order to obtain the best results these must be prepared in a special way. 
Insoluble substances are initially triturated with milk sugar repeatedly until 
they can be suspended in solution. These solutions, and those of soluble 
substances, are diluted by stages, adding one drop of the remedy to 99 drops 
of water or alcohol. One drop of this solution is then added to a further 99 
drops of diluent, and this forms the second centesimal ‘potency’ 2c, and so 
on. A similar series of dilutions may be made with 1 in 10 dilution, called 
the decimal scale, 2x and so on. This, however, is not the whole process. 
Between each stage of dilution, the solution is subjected to mechanical 
shock, or succussion. Originally this was done in order to distribute the 
remedy thoroughly in the diluent, but it seems that this succussion process 
alters the physical state of the solutions in some way, enabling the serial 
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dilution to be carried to high degrees of dilution, without losing its specifi- 


city. Not only this, but it is found clinically that the higher dilutions actually 
have a more powerful stimulating effect on the patient. These are therefore 


called ‘potencies’. 


PRACTICAL CONSIDERATIONS 
We have discussed the homeeopathic approach to the patient, the patient’s 
‘symptom picture’, the ‘drug picture’ and the selection of the similar remedy 
for the patient. Now let us take a few practical applications of this principle. 

(1) Belladonna.—The doctor is called one night to see a patient, often a 
child, and is presented with the following picture :— 

The child is flushed with dry heat, circumoral pallor, bright eyes with dilated 
pupils. He may complain of headache aggravated by jarring, touch, motion, bright 
light. The onset has been sudden and he may be delirious, seeing strange objects in 
the room. 

Such a picture is familiar to every family doctor. It may be the start of a 
throat infection, or an otitis media, but whatever it is, that child needs 
belladonna (the similarity to atropine poisoning is obvious). The remedy is 
prescribed as 12c or 30c potency made up in sugar of milk granules. A little 
is placed on the tongue, and some dissolved in a cup of cold water. A tea- 
spoonful of this can be given every two hours, stirring before each dose; 
often the illness is aborted, before it can develop. 

(2) Arsenicum album.—The picture presented by a patient requiring this 
remedy may be one of severe diarrhoea and vomiting, with burning dis- 
charges, restlessness, thirst for frequent small drinks, and often anxiety and 
collapse. This picture might be seen in varying degree in food poisoning or 
gastroenteritis, and in these cases the remedy should be repeated in water 
every half-hour or hour, to begin with, until improvement occurs. This 
remedy is valuable also in coronary thrombosis, where there is extreme 
anxiety, fear, restlessness and collapse. The patient is chilly, but has 
symptoms of burning heat, in this case relieved by warmth. 

(3) Pulsatilla (anemone).—The acute case will often present with fever, 
cough, nasal and lacrimal discharge, usually bland, often without thirst in 
spite of the fever, and with the typical Pulsatilla mentality: weepy and cross, 
but wanting sympathy, to be picked up and soothed. This remedy is useful 
in many childhood ailments, but is almost specific for measles—not every 
case, but a great many. It will bring the rash out quickly and clear up the 
cough, with much less tendency to complications, such as otitis media or 
bronchitis. The Pulsatilla type is often fair-haired with blue eyes, averse to 
a close atmosphere, with a liking for sweet food and upset by fat, with an 
affectionate, amicable, shy disposition. This applies to adults or children, 
and the remedy given at intervals will greatly reduce such a person’s 
tendency to illness or infection. 

(4) Sepia (cuttle fish ink).—This is a most useful remedy for the harassed 
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housewife. She is often of sallow complexion, sometimes with a ‘butterfly’ 
eruption across the nose and cheeks. She tends to be chilly, and often com- 
plains that ‘her inside feels as if it would drop out’ if she does not sit down 
or cross her legs tightly. She is weepy, irritable, and short tempered with, or 
indifferent to, her children. She may not suffer from a distinct disease, but 
she is not well and needs help. Sepia 12c or 30c, one dose, will often 
help her. 

(5) Sulphur.—The main features of the symptom picture of sulphur are 
burning of the vertex, of the feet at night, of discharges from any orifice, 
which excoriate the skin; tendency to skin eruptions which are itchy, or to 
recurrent boils; a feeling of emptiness occurring about 11 a.m. These 
patients may either be highly coloured, with a cheery friendly disposition, 
or rather unkempt, dirty, often artistic people. If the patient is a sulphur 
type, this remedy will often help him generally, whether his complaint be 
rheumatic pains, piles, headaches, or boils. One dose can again be given and 
allowed to act for some weeks. 

(6) Mention might be made briefly of Arnica, a remedy to be given either 
by mouth or applied locally in cases of injury or bruising, and Rhus toxico- 
dendron which is helpful in sprains and fibrositis. 

These are only a few of the many remedies available, but at first it is wise 
to learn a few ‘drug pictures’ well and then wait for a suitable patient to try 
them on. They will not do harm, and will either help or have no effect due to 
wrong selection of the remedy. Remedies should always be obtained from a 
reputable homeeopathic chemist, and may be had in granules, pilules, or 
tinctures. Granules of 12c potency are good for initial experiments. 


SUMMARY AND CONCLUSIONS 

Homeeopathy is still a most valuable form of treatment, particularly in 
general practice, as an addition to orthodox medicine, and can often help 
conditions for which there is at present no satisfactory allopathic treatment. 
The approach of the homeopathic physician is to the patient as an individual, 
rather than to the disease itself. The remedies act as a stimulus to the 
patient’s own powers of recovery, and can therefore be given in small doses, 
prepared in a special way. The selection of the correct remedy depends upon 
accurate matching of the patient’s symptom picture as a whole with the 
symptom picture characteristic of the remedy. Treatment can often abort an 
illness before it has time to develop. The remedies are given by mouth and 
are pleasant to take, and therefore very suitable for children. 
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THE TREATMENT OF NAUSEA AND VOMITING 
OF PREGNANCY 


By FRANK TAYLOR, M.D., D.C.H., D.Osst.R.C.O.G. 
Hayes, Middlesex 


One of the most troublesome features of an otherwise enjoyable pregnancy 
is the nausea and vomiting that many women experience at varying stages 
of their pregnancy. There are several theories on the causation of these 
symptoms, neurogenic, endocrine, metabolic and psychogenic being among 
the more prominent, but all are unproven. The suggested remedies are even 
more numerous but, despite all of them, these unfortunate women continue 
to suffer instead of enjoying a normal, physiological event. It was with the 
latter thought in mind that a small series of cases was compiled in order to 
test a relatively new preparation, the components of which appeared to 
counteract the changes embodied in the above theories. 


SCOPE OF INVESTIGATION 
This preparation, known as ‘nidoxital’, is in capsule form, each of which 
contains :— 
Pyridoxine hydrochloride B.P.C. 50 mg. 


Nicotinamide B.P. 25 mg. 
Benzocaine B.P. 100 mg. 
Pentobarbitone sodium B.P. I5 mg. 


The capsules are taken by mouth, and no patient was unable to take her 
complete course of capsules despite her nausea and/or vomiting. The course 
was of ten days’ duration and consisted of one capsule taken 30 to 45 
minutes before a light meal, four times a day. 

The series consisted of 100 consecutive cases, representing 76 per cent. of 
a total of 132 booked cases. Of the 132 bookings, 41 were primigravide and 
gi multigravide, and 31 primigravide and 69 multigravide came into the 
series. Three degrees of severity were recognized: (a) Mild—nausea and 
occasional vomiting ; (b) moderate—constant nausea and frequent vomiting; 
(c) severe—hyperemesis gravidarum. None of my patients came into the 
third category ; 12 (four primigravide and eight multigravidz) were classified 
as mild, and 88 (27 primigravide and 61 multigravidz) as moderate. All the 
patients reported for booking after their first or, at most, second missed 
period. In the case of the primigravide the symptoms were first noted in the 
first trimester of pregnancy in every instance, and this has also held true for 
all but two of the multigravide. 


May 1959. Vol. 182 (610) 
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RESULTS 
These were divided into good, fair or bad:— 

(a) Good—a good result was obtained when the patient volunteered that 
she had experienced relief of her symptoms within one week of the start of 
her first course of capsules, without recourse to other medicines and without 
relapse on cessation of treatment. 

(b) Fair—the outcome was adjudged ‘fair’ when, despite some relief of 
symptoms within one week of starting treatment with the capsules, some 








Result | Primigravide | Multigravide Total 
Good 26 | 61 87 
Fair 5 7 12 
Bad | ° | I I 











TaBLE I.—Results obtained from the use of ‘nidoxital’ in 100 
cases of nausea and vomiting of pregnancy. 
discomfort was still complained of and the patient was obliged either to 
take some patent medicine in addition to her capsules, or had to be given 
a second course of treatment, or both, because her symptoms returned with 
renewed vigour on completion of the first course. 
(c) Bad—this is self-explanatory. 
The results are summarized in Table I. In the solitary case classified as 
‘bad’, nausea and vomiting continued throughout the pregnancy despite 











Primigravide | Multigravide Total 
One course 26 | 55 | a 
Two courses 4 12 16 
Three courses I 2 3 








TasLe II.—Number of courses of treatment with ‘nidoxital’ 
required in treatment of nausea and vomiting of pregnancy. 
‘nidoxital’ and many other drugs, and ceased immediately after the birth of 
a healthy baby at term. 

A large proportion of women who had derived benefit from the treatment 
did so after one course only, but several of those who had been helped by 
their first and second course almost demanded a second or third course lest 
their symptoms should return on withdrawal of treatment. Details of the 
number of courses given are shown in table IT. In no case was any side-effect 
seen, each patient being questioned closely on this point by the same 
observer. 


DISCUSSION 
A series as small as this can aim to do no more than indicate whether or not 
the substance under trial has any clinical value. The results, however, can 
be described as significantly good in that 87 per cent. of the pregnant women 
with symptoms were relieved permanently within one week of taking their 
capsules. No patient was compelled to take part in the trial but all were 
eager to obtain some relief, no matter how small, from their discomfort. All 
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but one were uniformly enthusiastic with the result obtained, including the 
12 per cent. in whom a second or third course of capsules was given. The 
ease of administration and lack of side-effects were valuable assets of the 
‘nidoxital’ capsules, another being their relatively low cost, especially when 
only one course was necessary as was the case in 81 per cent. of this series. 

In view of the fact that there are so many suggested remedies for nausea 
and vomiting of pregnancy, some with, but most without, any rationale, it 
is suggested that the results obtained in this trial justify the addition of 
‘nidoxital’ to the obstetrician’s armamentarium, not necessarily as a routine 
in cases of nausea and vomiting of pregnancy but certainly to be given some 
preference in those stubborn cases resistant to the more time-honoured 
remedies. 

SUMMARY 

One hundred cases of nausea and vomiting of pregnancy were treated with a 
standard course of ‘nidoxital’. 

No side-effects were encountered and good results were obtained in 87 
per cent. of the patients treated. 


WITHDRAWAL BLEEDING IN DIAGNOSIS OF PREGNANCY 


By DOUGLAS HOGG, M.B., B.S. 


Newcastle upon Tyne 


OccasIONs arise when an early diagnosis of pregnancy is required and the 
history of amenorrheea is the only sign available. Aschheim-Zondek and 
Hogben tests both require animals, and both are expensive. For practitioners 
far distant from centres carrying out such tests there is the trouble of 
collecting urine, and careful packaging; the expense of posting the specimens 
and a waiting period of at least a week before the results are available. The 
cost of the test plus package and posting amounts to about 23s. General 
practitioners are often requested by Pregnancy Diagnosis Centres to ask for 
such tests only when absolutely necessary. 

By the administration of ‘orasecron’ (ethisterone 10 mg., and ethinyl- 
cestradiol 0.05 mg.) withdrawal bleeding is produced in up to ten days in 
a non-pregnant patient. Bleeding can be produced by the administration 
of an ceestrogen such as stilbeestrol, but it has been found that the combina- 
tion of an cestrogen with a progestogen, by acting synergistically, is more 
economical and more rapid in action, and is also more reliable. 


SCOPE OF INVESTIGATION 
In a series of 21 cases, five tablets of a combination of ethisterone and 
ethinyleestradiol (given as ‘orasecron’) were given on two successive days. 
To eliminate the risk of vomiting two tablets were given in the morning, 
one at noon, and two at night, and no nausea was experienced. 
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In 16 cases, pregnancy was suspected by the patient on grounds of 
amenorrheea alone, and physical examination failed to produce any findings 
to support either a positive or negative diagnosis. In five cases there had 





Case 





ub WN 









































Days Days 
between | between 
Para.| Age | |. MP. | ‘O’ and Comments 
and ‘O’ | bleeding 

3 39 76 — Periods normally irregular. Patient obese 
and difficult to examine. Pregnant. De- 
livered of normal healthy baby at term. 

° 39 44 — Patient aborted 4 weeks after ‘ orasecron’ 
but criminal interference strongly sus- 
pected. 

I 28 IOI 6 Periods grossly irregular. Also had Hogben 
test which was negative. 

I 28 180 — Same patient as above. Later shown to be 
about six weeks pregnant at time of test. 

2 35 28 — Pregnant. 

3 37 8 — | Pregnant. Moving house depended on 

| whether or not pregnant. 
| 

° 18 19 — | Pregnant. Housing depended on pregnancy. 

| 

3 | 32 | 63 | _— Pregnant. Patient anxious about herself 

| | and keen to know. 

4 | 37 | 33 — | Pregnant. Had a little spotting each month 
| for 6 months. 

; ‘ ; 

3 30 20 | 6 Anxiety state. Non-toxic goitre present. 

2 47 60 | 8 | Patient at menopause. Patient obese and 

signs indefinite on physical examination. 

° 26 65 | 7 | Patient very anxious to conceive, and con- 

| |  vinced that she was pregnant. No signs or 
symptoms other than amenorrhcea. 
| 
I 45 app. | 6 Had child at 43 and thought she was preg- 
40 | nant again. No period since menopause. 
| 
| - . 

° 25 84 g Coloured patient. Refused physical ex- 
amination. Menstruation irregular. 

° 26 43 7 Continuation of occupation depended on 
whether or not pregnant. 

4 35 — 10 =| Postnatal. Patient thought had begun 
another pregnancy. Heavier flow than 
in other cases. 
ae 

2 9a (| 14 4 ) 

° 27 | 14 e) . nei 

2 24 «| 13 7 » Five control cases in which there had been 

I 30 14 7 no amenorrhea. 

o | 26 12 | 4. 





TaBLeE I.—Summary of results of (a) using ‘orasecron’ as a pregnancy diagnosis test in 
nary g pregnancy} 
16 women in whom pregnancy was suspected on grounds of amenorrhea alone; 
(b) administering ‘orasecron’ to five women without amenorrhea, who acted as controls. 
g > , , 
(L.M.P. = last menstrual period; ‘O’ = ‘orasecron’.) 
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been no previous menstrual abnormality or amenorrhea, and these patients 
were used as a control. In all these cases the periods were normal in flow, 
and thereafter they regained their normal rhythm. 











RESULTS 

The results are summarized in table I. The drug was easily administered 
and the cost was low. In no case were there any side-effects, such as nausea, 
vomiting, headache, or dizziness. In one patient (who eventually proved not 
to be pregnant), there was a veiled suggestion that the drug had produced 
an abortion. It therefore behoves a practitioner to be guarded in the wording 
of his instructions to a patient. So far as can be ascertained, however, no 
abortions were produced, and this, despite the fact that in one case the period 
of amenorrhcea was 19 days, and in another only eight days. In two cases 
(the same patient) the amenorrhcea was of more than a hundred days’ 
duration, and in both cases the results were accurate. In no cases were 
the results incorrect, although in one there was some spotting up to the sixth 
month of pregnancy. As this woman had had spotting during a previous 
pregnancy it is reasonable to suggest that ‘orasecron’ was not responsible 
on this occasion. 

It would appear from this series that bleeding occurs in from six to 
ten days, and certainly the maker’s recommendation of expecting a result 
within one week would appear to be cutting things rather fine. Ten days 
would appear to give a greater degree of latitude before committing oneself 
to a diagnosis. There were only two cases in which the diagnosis was between 
pregnancy and the menopause. According to the manufacturers the result 
in such cases is only reliable should the period of amenorrhcea be less than 
84 days. In both cases the results were correct, there was no interference 
with the normal course of the menopause, and the bleeding took the form 
of an otherwise normal period. 

In the control series, the lack of side-effects, and the immediate return 
to a normal cycle suggest this to be a most useful drug when it is necessary 
for a woman to regulate her periods to prevent menstruation at awkward 
times such as examinations or sporting events. 





































SUMMARY 

Sixteen cases of secondary amenorrhcea were given a mixture of ethisterone 
10 mg., and ethinyleestradiol 0.05 mg. (given as ‘orasecron’). It has been 
found that in a non-gravid uterus bleeding takes place within 10 days, 
whereas no bleeding occurred in a gravid uterus. This was uséd as a diagnosis 
of pregnancy and found to be 100 per cent. accurate. 

There were no side-effects and the pregnancy was not disturbed. 

The administration of the drug was simple and cheap, and compared 
favourably with pregnancy tests involving animals, and results were 
obtained as quickly. 















I am grateful to Mr. McEvoy, of British Schering Limited, for his help and advice 
in the use of ‘orasecron’. 
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ACUTE HEMOLYTIC ANEMIA COMPLICATING 
INFECTIOUS MONONUCLEOSIS 


By R. A. HYMAN, M.B., B.Cu. 
Cockfosters, Hertfordshire 


DuRING the course of the past ten years in this practice infectious mono- 
nucleosis has been diagnosed clinically and confirmed by laboratory tests 
in twelve patients. The ages of these patients ranged from six to twenty- 
nine years. An analysis of these twelve cases shows that infectious mono- 
nucleosis is not merely an illness characterized by a sore throat, rash, 
enlarged lymph nodes, pyrexia, palpable spleen, typical blood films and a 
positive Paul Bunnell reaction. Apart from widespread involvement of the 
reticulo-endothelial system, the central nervous system and heart can be 
affected. That jaundice is not a rare occurrence is suggested by the fact 
that it occurred in two of my patients, but anemia of any degree is unusual. 
It is one of these cases which seems worthy of record, not because of the 
jaundice but because of the fact that the patient developed acute hemolytic 
anemia. This is one of the rarer complications of infectious mononucleosis 
and indeed this appears to be the first case reported in this country. A 
review of the literature shows that the first case was reported by Damashek 
in the United States in 1943. Since then, only fifteen other authors have 


reported cases. 


CASE REPORT 

The patient, a male, aged 16 years, was seen by a colleague in the surgery as he 
complained of a painless swelling in the right cervical region. I was called to see 
him at home five days later. He was then found to have definitely enlarged cervical 
lymph nodes, a temperature of 99.6°F. (37.6°C.) and jaundice. A diagnosis of 
infectious mononucleosis, complicated by jaundice, was made and confirmed by 
laboratory tests with the kind cooperation of Dr. H. Loewenthal, consultant 
pathologist, Chase Farm Hospital, Enfield. 


Blood examination 
Total white cells: 10,000 per c.mm. 
Neutrophil polymorphs: 18 per cent. 
Small lymphocytes: 20 per cent. 
Large lymphocytes: 58 per cent. 
Monocytes: 4 per cent. 
Film: Glandular fever cells present. 
Paul Bunnell reaction: Strongly positive. 


The patient’s unabsorbed serum agglutinated sheep cells to a titre of 1/640; 
absorbed with guinea-pig kidney it agglutinated sheep cells to a titre of 1/640; 
absorbed with ox cells it failed to agglutinate sheep red cells. 


Liver function tests 
van den Bergh reaction: Direct reaction—delayed positive. Indirect reaction— 
6.3 mg. bilirubin/100 ml. 
Thymol turbidity test: 6 units. 
Zinc sulphate turbidity test: 6 units. 
Plasma alkaline phosphatase: 9 units/100 ml. 
Plasma albumin: 4.5 g./100 ml. 
Plasma globulin: 1.6 g./100 ml. 
Total plasma proteins: 6.1 g./100 ml. 
Albumin: globulin ratio: 2.8:1. 
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Urine tests 
Fouchet’s test for bilirubin: Weakly positive. 
Hay’s test for bile salts: Weakly positive. 
Schlesinger’s test for urobilin: Strongly positive. 
Wallace and Diamond’s test for urobilinogen: Positive to a dilution of 1 in 400. 

The patient continued to have a mild pyrexia, malaise, sweating and lassitude. 
After one week, his condition gradually deteriorated and his temperature rose to 
102.5°F. (39.2°C.) and he felt faint when he tried to sit up. In spite of his jaundice, 
it was obvious that he had become very pale and his hemoglobin was found to be 
34 per cent.= 5.1 g. This was on the 11th day of my attendance. 

Following a consultation with Dr. Sheila Sherlock, of the Hammersmith Post- 
graduate Medical School, the patient was admitted to the hospital and further 
investigations were carried out by Professor J. V. Dacie. These, as can be seen 
from the following summary, revealed a reticulocytosis of over 39 per cent., thus 
confirming the diagnosis of hemolysis. 

Serum bilirubin: 1.8 mg. per cent. (normal 0.5-1). 

Reticulocytes: 39.4 per cent. 

Hemoglobin: 6.5 g. per cent. 

MCV: 21.5 per cent. 

White blood cells: 7000. 

Lymphocytes (some of the lymphocytes were atypical but were not classical glandular 
fever cells): 59 per cent. 

Monocytes: 2 per cent. 

Polymorphs: 35 per cent. 

Red cell fragility test: Normal. 

Sternal marrow: Erythroid hyperplasia consistent with hemolytic anemia. 

Paul Bunnell reaction: Positive to a titre of 1/5120. 

Urine: Urobilin positive. 

Serum proteins, alkaline phosphatase, flocculation tests normal. 

Wassermann reaction: Negative. 

The hemoglobin rose to 8.4 g. per cent. and the reticulocytes fell to 19.7 per 
cent. over the course of two weeks. The patient’s general condition improved 
rapidly and when discharged two weeks after admission he felt quite well. 

The direct Coombs’ test was negative and no auto-antibodies active at 37°C. or 
in the cold could be demonstrated. There is no family history of hemolytic anemia. 
The patient had a history of bronchial asthma starting at the age of 8 years, but 
he had been free from attacks for about five years. 


DISCUSSION 

No specific treatment was given to the patient and recovery occurred 
without the aid of blood transfusion, cortisone or other steroids. One 
cannot postulate that the heterophile antibody titre is an indication of the 
severity of the attack as the figure varied during the course of the illness. 
Bean’s (1957) excellent review shows that the highest recorded titre was 
3072, and in this case no specific treatment was given. My patient had an 
antibody titre of 5120. The cases reported by other observers as requiring 
transfusion and splenectomy did not have high antibody titres. Should 
hemolytic anemia occur, it tends to disappear with the fall in heterophile 
agglutination antibody. 

The mechanism of acute hemolytic anemia in infectious mononucleosis 
has not been definitely established, although several suggestions have been 
advanced. One is the direct action of a virus producing hemagglutination. 
This seems unlikely in view of the rarity of acute hemolytic anemia. 
Hypersplenism, in which there may be excessive destruction of normal red 
blood cells by the diseased and overactive spleen which need not neces- 
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sarily be palpable, has also been evoked as a possible cause. In 1943, 
Damashek reported a case of acute hemolytic anemia occurring in a patient 
with infectious mononucleosis who had received sulphadiazine. As my 
patient was given no medicinal treatment, this could not be the explanation 
in his case. Finally, the production of hemolytic immune antibodies has 
been suggested. In my patient there was no evidence of the presence of the 
usual types of antibodies which can be demonstrated in other cases of 
acquired hemolytic anemia with a positive Coombs’ test. On the other 
hand, despite the negative tests for auto-antibodies, this mechanism seems 
the most likely cause of the haemolysis. 

It may well be that, as has been suggested, the cause of the hemolysis 
may vary from case to case. The practical importance of this suggestion is 
that, according to Bean (1957), the treatment in a given case depends upon 
what is considered to be the causative factor in that particular patient. 


SUMMARY 
Details are given of a case of infectious mononucleosis complicated by 
acute hemolytic anzmia. 

I am grateful to Professor Dacie for permission to quote certain hematological 
data, and to Dr. Loewenthal for his encouragement and ever-willing help with all 
the pathological investigations in this practice. I also wish to express my gratitude 
to Dr. Sheila Sherlock, who stimulated the original idea to report this case. 
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A VISITING-BOOK-REST FOR THE CAR 


By M. A. BERNAYS, M.R.C.S., L.R.C.P. 
Chichester, Sussex 


IN his review of last autumn’s Motor Show (The Practitioner, 1958, 181, 
A 101), Robert Neil commented on the impressive rise in popularity of the 
miniature car in recent years. In my experience such a car is one of the 
most useful for the general practitioner. I have now run a B.M.W. Isetta 
for three years, in the course of which I have covered 30,000 miles, and I 
have no hesitation in describing it as indispensable. Apart from anything 
else, it has enabled me to increase my visiting rate from 4-6 to 6-8 in 
the hour. 

I did have a certain amount of trouble with the original 250 c.c. engine, 
but since changing it for a 300 c.c. one and using the maker’s recommended 
oil instead of experimenting with others, I have covered 12,000 miles 
without any trouble whatsoever. Further, the new engine is still doing 3000 
miles to the gallon of oil. 
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THE BOOK-REST 
A gadget which I have had fitted to my Isetta, and which I find most 
useful, is a small book-rest for my visiting book. What I have done is to 
take one of the many plastic picnic trays sold for temporary attachment to a 
car door and adapted it for more permanent attachment with self-tapping 





Fic. 1.—The Isetta miniature car. The book-rest 
can be seen attached to the door below the 
windscreen. 


screws, which fasten it to the metal batten below the windscreen. A ballpoint 
pen on a ball chain hangs from its bracket and can be twined round the book 


Fic. 2.—The visiting book in posi- 
tion on the book-rest. 


when not in use. The visiting book itself is held firmly by a 2-inch-broad 
elastic webbing band, which will also retain other papers. 

As the Isetta has a left-hand drive, the visiting book comes easily to the 
right hand, but such a gadget could equally well be fitted below the wind- 
screen of any car. 
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Dr. P. Lesley Bidstrup (The London Hospital).—The principles on which 
the practice of industrial medicine are based are those of general medicine 
applied to persons working in a particular environment, and the principles 
of research in industrial medicine are similar to those adopted by clinicians: 
that is, careful observation, meticulous recording of observed facts and 
diligent search to explain them. 

An enormous amount of time is lost from work through sickness—over 
a million persons are absent for this reason at any one time—and the 
illnesses concerned are the ordinary common ones and seldom the complex 
diseases of occupations. There may, however, be factors in the working 
environment which aggravate these common conditions. The general prac- 
titioner may obtain information about these factors in two ways: first, by 
inquiring carefully into the patient’s occupational history and secondly, by 
becoming familiar with the industries in the practice area. To know the 
name of the occupation alone is not enough, for the doctor must understand 
exactly what his patient does. Chronic bronchitis and emphysema are 
diseases not necessarily the direct result of occupation, except in cotton and 
flax operatives and in chronic cadmium poisoning, but they may be aggravated 
by factors present in the working environment. The patient should be asked 
if dust is present in his working atmosphere and, if so, what the nature of the 
dust is, how it is produced, what ventilation is provided, whether hoods and 
extractor fans are fitted to minimize the dust, and whether he is supplied 
with a dust mask. It may be that the general practitioner can recognize 
a new industrial hazard because he has observed similar symptoms in 
patients employed in the same factory. In this case the management should 
be approached and investigation arranged with the various organizations 
prepared to undertake research into industrial medical problems. The 
careful work of individual doctors in industrial medicine may thus become 
the basis of research of high-powered teams. 

But not every doctor has the good fortune to recognize a new disease or 
syndrome, however diligently he may search. How then can he contribute 
to the prevention of disease caused or aggravated by occupation? Chronic 
bronchitis is a problem that might well be investigated best by general 
practitioners, at least in the pilot stage. The problems of the ageing popula- 
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tion and the elderly workman, mental stress, the promotion of health, and 
the rehabilitation of the handicapped workman have replaced the older 
problems of excessive labour, malnutrition and insanitary conditions. Close 
liaison between the general practitioner and the industrial medical officer 
and the employers could contribute to the solution of these newer problems. 


Dr. W. N. Leake (Winsford, Cheshire).—In spite of the benefits and 
advantages of the welfare state, no general practitioner can be satisfied 
or contented with the standards of health of the community at the 
present time. As an illustration of this, in 1952 the Ministry of Labour 
and National Service Medical Boards showed a national average of 23.2 
per cent. of men placed in Grades iii and iv, that is, in grades regarded as 
unfit for recruitment. This figure rose steadily until, in 1957, it reached 
the level of 27.8 per cent. Investigation of this disquieting figure showed that 
of the conditions causing men to be so graded, the most prominent were 
‘poor physical development’, ear diseases, respiratory diseases, skin diseases, 
and psychiatric states. In the past the general practitioner has been associated 
with the curing of disease and the relief of suffering. In the future there is 
much that can be done to improve the standard of health of the community. 

Housing.—The general practitioner has a unique opportunity of assessing 
the housing conditions of his patients. The claims of those living in un- 
suitable or insanitary homes should be supported and the aid of the local 
health authorities enlisted to help, for example, the patient with pulmonary 
tuberculosis returning to a home where there are no facilities for segregation, 
and the geriatric patient, especially if he is crippled by arthritis or a ‘cerebral 
vascular lesion’. 

Control of infectious diseases.—By early recognition and prompt notifica- 
tion of those cases occurring in his practice the general practitioner greatly 
assists the medical officer of health in controlling the spread of an epidemic. 
He must ask for the removal of the patient to hospital when isolation at home 
is not possible, explain to parents the necessity for the protective inoculations, 
and impress on all the importance of a strict discipline of personal hygiene. 

School medical service.—There are indications that in the future the gulf 
dividing the general practitioners and the school medical officers will become 
less. In Bradford, a pilot scheme has been introduced by the medical officer 
of health entailing a closer liaison between the two. Joint examinations of 
child entrants are made by the school entrance officer and the child’s family 
doctor. The latter takes with him the medical record cards of the children 
so that the school authorities shall have a full record of the immunization 
and vaccination state of the child, as well as the past history of any conditions 
from which the child may have suffered. Another scheme envisaged is the 
examination of those who have attained the school leaving age. 

Antenatal work.—Improved antenatal care and the discovery of the sul- 
phonamides and penicillin have produced a marked drop in the maternal 
mortality rate. The majority of maternal deaths now arise from toxemia 
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of pregnancy. It is also a well-recognized fact that many premature babies 
result from toxzmic states and the perinatal mortality is closely related to 
prematurity. In Bradford representatives of the local medical committee, 
the hospital services, and the local health authority have formulated together 
recommendations for improvements in antenatal care. It is suggested that 
every case be examined every two weeks up to the twenty-fourth week, 
and thereafter, weekly. In this way, toxeemia may be recognized in its earliest 
stage, with a further reduction in both maternal and perinatal mortality. 

Respiratory infections—Chronic bronchitis is more prevalent in the 
British Isles than in other countries. In the winter months it is one of the 
commonest causes of incapacity for work. Modern therapeutics with long- 
term administration of broad-spectrum antibiotics benefits such cases and 
greatly reduces the relapse rate. It is hoped that whematmospheric pollution 
is abolished, there will be a marked reduction in its incidence. 


Dr. R. F. Guymer (Chief Medical Officer, Lloyds Bank).—The title 
‘industrial medicine’ is confusing and unsatisfactory, for it conveys the im- 
pression that it is a type of medicine quite different from ordinary medical 
practice.’ In fact, it concerns the application of clinical knowledge to the 
problems affecting the health and efficiency of the worker in industry. 

The larger factories may employ a full-time medical officer but, in the 
majority of cases, the work is done on a part-time basis by a general prac- 
titioner in the neighbourhood. His duties should include a pre-employment 
medical examination. This will reveal physical or mental abnormalities 
which may be important in deciding the type of work for which the applicant 
is best suited, and will avoid claims for disability said to have been caused 
by the employment but which may have existed previously. The history 
should contain details of previous occupations: this is important as with 
some industrial diseases a considerable time may elapse before symptoms 
and signs appear. 

It is no part of the industrial medical officer’s duties to usurp the function 
of the employee’s general practitioner, and treatment in the medical centre 
should be confined to dealing with emergencies occurring at work. Even 
in these cases, the general practitioner should be informed by letter of the 
action taken. In the problem of rehabilitation of the injured employee, the 
general practitioner and the industrial medical officer should work together 
with the help of the factory authorities. The general practitioner should 
send to the industrial medical officer details of the illness concerned and 
indicate the type of job he thinks the patient is able to do, and the works 
manager can help by finding him a job within his capabilities and, in some 
cases, by adapting a machine so that it can be controlled by the disabled 
workman. Cooperation between the general practitioner and the industrial 
medical officer continues, for example, when it is necessary to visit an 
employee in his own home and when an employee applies for retirement on 
medical grounds. 
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Dr. R. E. W. Fisher has stated that ‘no general practitioner need be 
deterred from taking up industrial work by the fact that he has no formal 
training in preventive or occupational medicine’. He is, in fact, well qualified 
for such work, for he knows the local housing conditions, the home conditions 
of those workers on his list and the means of transport available. On the 
other hand, a course in the subject is both available and desirable, and 
knowledge may be gained of the necessary standards of heating, lighting, 
sanitation, dust control, and food hygiene. The doctor taking up this work 
must make himself acquainted with all the processes used in the factory and 
with any hazards there may be in them. 

A subject which has recently received much attention and where liaison 
between the general practitioner and the industrial medical officer is very 
important is the health of the executive. The most important single factor 
which affects adversely the health of the executive is the tempo of his work, 
which has increased greatly over the last three decades, due largely to the 
shortening of time and space through improvements in methods of com- 
munication and travel. Other adverse conditions are overeating, lack of 
exercise, and uncomfortable travelling. Experience suggests that there are 
four early signs of an impending breakdown: irritability, indecision, 
inability to delegate, and the persistent taking home of work. Whether the 
general practitioner or the industrial medical officer is the first to observe 
these signs, it is important that they communicate together to discuss the 
appropriate measures to be taken. 


Dr. R. J. F. H. Pinsent (Birmingham).—A part-time appointment in 
industrial medicine offers the general practitioner a unique cpportunity to 
observe the environment of his patients. He will be aware of the contrast 
between good working and bad housing conditions, the latter often un- 
improved since the industrial revolution. The paradoxical situation may 
arise in which the working environment of the man or woman is far healthier 
than the home. This contrast of environmental conditions may influence 
both mind and body, and contribute to emotional illness and perhaps in- 
dustrial unrest. The general practitioner in industry is best placed to 
appreciate the interaction of these processes. 

In a rational system of health care few general practitioners in an industrial 
city should be without a professional interest in a small factory or two, 
situated conveniently in the practice area where one or two sessions a week 
will both enlarge and enrich his experience of practice, and his under- 
standing of the ‘industrial patient’ who is in his medical care and charge. 
There is a tendency towards convergence of the professional activities of the 
industrial medical officer, the general practitioner and the medical officer of 
health, all of whom are now thinking in terms of preventive rather than 
therapeutic medicine. This trend is one which should be encouraged by all 
concerned with the health and welfare of the community. 
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DOCTOR-GEOLOGIST 
| JOHN WOODWARD, M.D., F.R.S. 
By BRIAN HILL 


“Who Nature’s Treasures wou’d explore, 
Her Mysteries and Arcana know, 
Must high, as lofty Newton, soar, 
Must stoop, as searching Woodward, low’. 
THE man who is coupled with the great Sir Isaac Newton in this verse by 
Dr. Richard Bentley was John Woodward, M.D., F.R.S., principally 
remembered today by a professorial chair and the nucleus of a geological 
museum at Cambridge University. 


EARLY DAYS 

John Woodward was born in 1665. He is said to have come of a good 
Gloucestershire family, but, if that was the case, it seems strange that the 
boy, on leaving school, should have been apprenticed to a London linen- 
draper. Be that as it may, he cannot have spent much time among bom- 
bazines, cambrics and taffetas, for, while he was still in his teens, he came 
under the notice of Dr. Peter Barwick, physician to King Charles II 
himself. Barwick must have discerned the seeds of promise in the youth; 
he invited him into his household and ‘took him under his tuition in his 
own family’ in Gloucestershire. On the other hand, if the story about 
Woodward’s birth is true, the two families may well have been known to 
each other. 

The protégé certainly justified all his patron’s hopes. He himself recorded 
that :— 

‘Here I had very generously allowed me all Conveniences and Assistances for 
the furthering of Comparative Anatomy in which I took great pains; and had all 
the several sorts of Brutes, of Birds, of Fishes, that this noble and plentiful country 
affords readily brought to me for Dissection. I had here likewise opportunity for 
carrying on my Botanic Studies of which, then being young, I was very fond... 
and the neighbouring parts of Gloucestershire, to which I made frequent Excur- 
sions, abounding with Stone, and there being Quarries of this laid open almost 
everywhere, I began to visit these, in order to inform myself of the nature, the 
situation, and the condition of the Stone’. 

These varied studies bore such good results that in 1692, at the sur- 
prisingly early age of twenty-seven, Woodward was elected Professor of 
Physic to Gresham College. No doubt the backing of his influential patron 
carried considerable weight with the electoral body, and, indeed, Dr. 
Barwick’s testimonial to his former pupil could not have been composed 
in more glowing terms. 

Woodward, he wrote, had ‘prosecuted his studies with so much industry and 
success that he hath made the greatest advance not only in physick, anatomy, 
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botany, and other parts of natural philosophy; but likewise in history, geography, 
mathematics, philology, and all other useful learning of any man I ever knew of 
his age’. 

The following year Woodward became a Fellow of the Royal Society 
and in 1695 was granted his M.D. by Archbishop Thomas Tenison. Cam- 
bridge University gave him a similar degree later in the same year. He is 
also said to have become a member of Pembroke Hall, as Pembroke College 





(From an engraving in the library of the Royal College of Physicians) 
John Woodward, M.D., F.R.S. (1665-1728) 


was then called. In 1698, Woodward put his name forward as a candidate 
for the College of Physicians, being elected a Fellow of that body in March 
1702. He acted as Censor of the College in 1703 and 1714, and in January 
1710 delivered the Goulstonian Lecture. His subject was ‘On the Bile and 
its Uses’. 


EMETICS AND CATHARTICS 
But it is as a geologist and a botanist rather than as a physician that Wood- 
ward claims his niche in the temple of fame. Indeed, according to a some- 
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what malicious contemporary, his medical practice consisted largely of 
emetics and cathartics. These were administered alternately, day in, day 
out, until the patient died or, if he was lucky enough to have a strong 
constitution, showed signs of recovery. It was over the subject of emetics 
that Woodward fought a fellow-physician, Dr. Richard Mead. Mead and 
a colleague advocated purging in some cases of smallpox, but Woodward, 
who had a pet theory about the salts in the stomach, recommended emetics, 
and a brisk pamphlet war ensued. Mead, in his ‘Discourse on the Smallpox 
and Measles’, called his opponent ‘a man equally ill-bred, vain and ill- 
natured’. Woodward retorted with a diatribe on ‘The State of Physick and 
Diseases’. Others joined in, among them being the famous Dr. John 
Arbuthnot, the friend of Swift and Pope. He is thought to be the author 
of ‘The Life and Adventures of Don Bilioso de |’Estomac’ and another 
tract, ‘An Account of the Sickness and Death of Dr. W - - dw--d; as 
also of what appeared upon opening his body’. In both pamphlets much 
fun was made of Woodward’s ‘biliose salts’. Mead went even further, for 
on meeting his opponent outside Gresham College one day, he drew his 
sword on him. After a few passes Woodward’s foot slipped and he fell at 
his enemy’s mercy. “Take your life’, Mead cried contemptuously. ‘Anything 
but your physic’, Woodward rejoined, but further hostilities between the 
two men were prevented by their friends. 

Woodward seems to have had a quarrelsome nature and to have made 
enemies easily. He had earlier been expelled from the Royal Society, on 
the Council of which he had served, for making grossly offensive remarks 
during the reading of a paper by Dr., afterwards Sir, Hans Sloane. He 
brought an action against the Society, but was not upheld in the Courts. 


A BEST SELLER 

As he himself said, it was during his studies under Dr. Barwick that Wood- 
ward’s interest in geology had first been awakened. He had observed 
fossilized sea-shells on his Gloucestershire rambles and later he extended 
his investigations into other parts of England, seeking ‘for intelligence of 
all Places where the Entrails of the Earth were laid open, either by Nature 
(if I may so say), or by Art and humane Industry’. He examined natural 
caves and grottoes, diggings for wells and other excavations, and even sent 
out questionnaires to foreign countries to try to add to his information on 
the subject of fossils. The result, to give it its full and ponderous title, such 
as was beloved by eighteenth-century authors, was: ‘An Essay towards a 
Natural History of the Earth and Terrestial Bodies especially Minerals; as 
also of the Sea, Rivers, and Springs, with an Account of the Universal 
Deluge, and of the Effects that it had upon the Earth’. This work was 
published in 1695 and became something of a best seller, for it went into 
four editions. 

Woodward advanced two theories which aroused much interest among 
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his contemporaries and showed him to be a pioneer in his chosen subject. 
These were that the earth consisted of a series of strata and that fossils 
were the remains of once living creatures or matter. Unfortunately, however, 
for his later reputation, the Essay put forward an absurd proposition to 
support these theories. He imagined the centre of the earth to consist of 
a huge spherical cavity filled with water. When the Flood occurred these 
waters burst irresistibly forth and under their impact physical changes 
took place. 

The result was that ‘Stone, and all other solid Minerals lost their solidity, and 
that the sever’d Particles thereof, together with those of the Earth, Chalk, and the 
rest, as also Shells, and all other Animals and Vegetable Bodies, were taken up 
into, and sustained in, the Water; that at length all these subsided again pro- 
miscuously, and without any other order than that of the different specifick Gravity 
of the several Bodies in their confused Mass’. 

The comic picture conjured up by this theory proved irresistible to the 
satirists of the day. John Gay put the doctor on the stage in a farce as Dr. 
Fossile, ‘the man who has the Raree-show of Oyster shells and Pebble- 
stones’; and another writer produced an epic poem on Genesis as seen by 
Dr. Woodward: 

‘Oh! had you heard what dreadful Moans 
Were made by Marle, and Coals and Stones, 
And Seeds of Trees; that had not Power 

To sink themselves two Inches lower; 

How Chalk and Soil did curse and swear, 
That they must lye in open Air; 


You’d been amaz’d, to find this Worldly 
Frame in so d d a Hurly-burly’. 





—and the poem proceeded to compare the subsidence of matter by gravity 
with a kitchen-maid’s efforts to make a cake with strata of eggs, suet and 
raisins, only to find ‘whole troops of Plums with speed subside’. 


A PIONEER PLANT PHYSIOLOGIST 
A second work which also showed that Woodward’s thinking was in ad- 
vance of his age, was his ‘Some Thoughts and Experiments concerning 
Vegetation’, a paper laid before the Royal Society in 1699. Here he proved 
himself to be among the first to use water-culture of plants and to make 
refined experiments for the further investigation of plant life; he can claim, 
in fact, to be one of the founders of experimental plant physiology. His 
main object in this work was to controvert the then current theory that 
water, and not mineral matter, was the ‘only Principle or Ingredient of all 
natural things’, and that there was ‘a direct transmutation of water into 
plants and other bodies’. Woodward’s researches not only proved the 
fallacy of this view, but led him to discover the working of transpiration 
in plants. 
The doctor amassed a large collection of mineral specimens. He called 
them all ‘fossils’ although his treasures were partly zoological, partly petro- 
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logical. An elaborate catalogue was prepared to list and describe the collec- 
tion. Scientific men came from many countries to see Woodward’s 
specimens, but he offended most of his visitors by his rude and eccentric 
behaviour. Sometimes he would keep them waiting half-an-hour or more 
before he would deign to put in an appearance; and his affected airs as he 
showed off his collection made a disagreeable impression. 


“The maddest thing’, concludes the comment of one disgruntled foreign scientist, 
‘of all is, that he has many mirrors hanging in every room, in which he constantly 
contemplates himself. In all he does he behaves like a woman and a conceited fool’. 


Woodward died of ‘a decline’ in his rooms at Gresham College in 1728 
at the age of sixty-three. His remains were buried in Westminster Abbey 
not far from those of Newton, on the north side of the entrance to the choir. 
A monument of white marble on the same side of the Abbey records in 
sonorous Latin his virtues and accomplishments. 

THE MUSEUM WOODWARDIANUM 

By his Will, Woodward directed that his personal effects, including his 
library, should be put up for sale. The proceeds were to be used to purchase 
land to the annual value of £150 which was to be conveyed to the University 
of Cambridge. A further bequest of £100 a year was to remunerate a lec- 
turer who was to deliver at least four lectures a year on Woodward’s sub- 
jects, geological, botanical or medical. The collection of fossils was also left 
to the University. These bequests were hedged about by a number of 
provisions. The lecturer was to be a bachelor and, if possible, a layman; 
he was to act also as curator of the geological collection and to ‘live and 
reside in or near the said apartment so as to be allotted for repositing the 
said Fossils’; and he was always to be present when the collection was 
being shown to visitors. At the same time the doctor foresaw that in the 
years to come changes in these directions might be advisable. He left a 
further sum to cover the cost of an annual dinner at which the Chancellor 
and Vice-Chancellor of the University, together with the Heads of Colleges, 
could confer with the lecturer on ways and means of improving ‘the design 
and use’ of the bequests. 

Woodward’s collection is now part of a larger museum at Cambridge— 
the Sedgwick Museum, which was named after one of the series of distin- 
guished lecturers appointed under the terms of the Will. The original be- 
quest occupies two rooms in the building. It is still called the Museum 
Woodwardianum. The doctor would no doubt be gratified to know this and 
even more pleased to find that after more than two hundred years his name 
is still commemorated by the Woodward Chair of Geology in the University. 
The annual dinner, however, is a thing of the past. 








CURRENT THERAPEUTICS 
CXXXVII.—FRAMYCETIN 


By A. F. MACCABE, M.D., D.P.H. 


Consultant Bacteriologist, Edinburgh Northern Group of Hospitals; 
Lecturer in Bacteriology, University of Edinburgh 


IN 1947, Decaris was intrigued by what he described as ‘une moisissure rose’ 
on a damp wall of his apartment. He removed this mould-like growth and 
found that it contained a strain of Streptomyces lavendule, from which he 
isolated the antibiotic now known as framycetin. 


CHEMISTRY 

Framycetin is a basic substance and is dispensed as framycetin sulphate 
(‘soframycin’). It is a white odourless powder, very soluble and stable in 
water, relatively insoluble in organic solvents such as alcohol and acetone 
(Weber, 1953; Shidlovsky et al., 1955-56), and it is not neutralized by 
serum (Weber, 1953) or blood (Cochran and Kirkland, 1958). Chromato- 
graphy shows that acid hydrolysis breaks it down into (a) an amino group 
and (b) a constituent which gives the Elson Morgan reaction which suggests 
that it is an amino sugar (Peneau et al., 1953). According to Janot et al. 
(1954), the molecule of framycetin is composed of three fractions: (a) an 
amine, (b) a diamino hexose and (c) a pentose, and they considered it to be 
rather similar to streptomycin in chemical composition. Chemical analysis 
reveals the following elementary composition of the free base: C46.6; H7.5; 
N12.8; 033.1 per cent. (Shidlovsky et al., 1955-56). 


ANTIBACTERIAL ACTIVITY 

The antibacterial spectrum of framycetin indicates that it is a broad-spec- 
trum antibiotic, as activity has been demonstrated against a wide variety of 
both gram-positive and gram-negative bacteria, including Staphylococcus 
aureus, Streptococcus pyogenes, Streptococcus faecalis, Streptococcus pneu- 
monie, Proteus, Pseudomonas, Escherichia coli, Aerobacter, Salmonella typhi, 
Salmonella paratyphi A and B, and Mycobacterium tuberculosis. The degree 
of activity varies considerably with the particular species and with strains 
within the same species. It is both bactericidal and bacteriostatic (Decaris, 
1953; Weber, 1953; Lutz and Hofferer, 1955-56a). Many strains of patho- 
genic staphylococci resistant to other antibiotics have been found highly 
sensitive to framycetin (Weber, 1953; Maspetiol and Semette, 1954; Shid- 
lovsky et al., 1955-56; Maccabe, 1958). So far, no naturally occurring 
resistant strain of staphylococcus has been encountered (Massénat-Déroche, 
1954; Maccabe, 1958). 
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Massénat-Déroche (1954) found the sensitivity range of 116 strains of hospital 
staphylococci to be 0.5 to 2 mcg./ml. (73.7 per cent. were sensitive to less than 
1 meg./ml.), and the bacteriostatic action of framycetin was the same on both 
penicillinase and non-penicillinase producers. In contrast, Fairbrother and Williams 
(1958) repérted the sensitivity range of 50 strains of Staphylococcus aureus to be 
4 to 64 mcg./ml. (50 per cent. were sensitive to 16 mcg./ml.), and in vitro tests 
suggested that resistance could develop rapidly, both with staphylococci and Ps. 
pyocyanea. Maccabe (1958) found the sensitivity range of 50 strains of pathogenic 
staphylococci to be 0.125 to 1 mcg./ml. Burrows (1958) found all of 38 strains of 
staphylococci isolated from a variety of skin conditions sensitive. 


Streptococcus pyogenes and Streptococcus faecalis are not so sensitive as 
staphylococci. 


The range of sensitivity of 13 strains of Streptococcus pyogenes and 14 strains of 
Streptococcus faecalis examined by Fairbrother and Williams (1958), was 32 to 256 
mcg./ml. and 64 to 256 mcg./ml. respectively, although Massénat-Déroche (1954) 
found that the sensitivity of 12 strains of Streptococcus faecalis was 1 to 10 mcg./ml. 
Burrows (1958) found only 5 of 19 strains of Streptococcus hemolyticus isolated from 
skin infections to be sensitive. 


As framycetin is used almost exclusively for local application, its activity 
towards gram-negative bacteria, especially Proteus and Pseudomonas, is of 
particular interest. 


Massénat-Déroche (1954) found Proteus vulgaris to be the most sensitive of the 
Proteus genus studied, with a range of sensitivity of 2 to 20 mcg./ml. 

Lutz and Hofferer (1955-56b) studied species of Proteus isolated from a variety 
of conditions including genito-urinary infections, abscesses, enteritis, cholecystitis 
and fistula. Of 52 strains of Proteus mirabilis, 15 per cent. were sensitive to 1 to 
6 mcg./ml.; 12 per cent. to 6 to 10 mcg./ml.; 33 per cent. to 10 to 20 mcg./ml.; 
23 per cent. to 20 to 40 mcg./ml.; and 17 per cent. to 40 to 100 mcg./ml. All of 
25 strains of Proteus vulgaris were sensitive to 1 to 20 mcg./ml. and of these, 48 per 
cent. were sensitive to 1 to 6 mcg./ml. In the case of Proteus morgani, 30 strains were 
within the range of 1 to 40 mcg./ml. and 73 per cent. were sensitive to 1 to 6 mcg./ 
ml., whilst 20 strains of Proteus rettgeri isolated from urinary infections were sensitive 
to 1 to 40 mcg./ml. and 60 per cent. of these strains were sensitive to 1 to 6 mcg./ml. 
They concluded that framycetin had a strong bactericidal action on the majority of 
Proteus species. The range of sensitivity of 26 strains of Proteus examined by 
Fairbrother and Williams (1958) was 16 to 256 mcg./ml. Maccabe (1958) found the 
sensitivity range of 50 strains of Proteus to be 6.25 to 50 mcg./ml. 

The sensitivity of Pseudomonas pyocyanea is of the same order as Proteus. 
Massénat-Déroche (1954) found the sensitivity range of 20 strains of Ps. pyocyanea 
to be 2 to >20 mcg./ml., and 80 per cent. of these were sensitive to less than 
20 mcg./ml. Maccabe (1958) obtained a sensitivity range of 3.125 to 100 mcg./ml. 
in 50 strains of Ps. pyocyanea isolated from a variety of clinical conditions. Fairbrother 
and Williams (1958) examined 23 strains of Ps. pyocyanea, and observed sensitivity 
values of 2 to 128 mcg./ml. 


Massénat-Déroche (1954) reported that the sensitivity of 19 strains of 
E. coli was within a range of 1 to 10 mcg./ml., whilst Fairbrother and 
Williams (1958) found that 45 strains of coliforms gave sensitivity values of 
8 to 256 mcg./ml. 

Lutz and Hofferer (1955-56b) found that framycetin and chloramphenicol 
were synergistic in their bactericidal and bacteriostatic action on Proteus 
species. In a study of gastroenteritis in infants due to type-specific EF. colt, 
Marquézy et al. (1955) believed that there was a synergistic action between 
framycetin and chloramphenicol. 
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TOXICITY 


Animal experiments have shown that framycetin is readily absorbed when 
administered by the subcutaneous, intramuscular and intraperitoneal routes, 
but is poorly absorbed when given orally. In the guinea-pig, subcutaneous 
injections of 10 mg./kg. daily were considered non-toxic and well tolerated 
for three months. In the dog, 100 injections of 1 ml. of a 10 per cent. solution 
over a period of three months did not produce pain or inflammation of the 
subcutaneous connective tissue. whilst a dose of 100 mg./kg. by mouth four 
or five times daily for fifteen days was well tolerated (Massénat-Déroche 
1954). In the eye, eight instillations of 0.5 ml. of 1 per cent. and 5 per cent. 
solutions in saline daily for three days did not produce pain or changes in 
the cornea (Massénat-Déroche, 1954). Serum levels of 2.3 to 20 mcg./ml. 
at one hour, and 1 to 9.75 mcg./ml. at four hours were observed by Massénat- 
Déroche (1954), after subcutaneous injection of 250 mg. in six individuals. 


FORMS AND STABILITY 

Because of its toxic action on the 8th cranial nerve (Massénat-Déroche, 
1954) and on the kidneys (Fairbrother and Williams, 1958), framycetin 
should not be used parenterally. Framycetin sulphate is dispensed as (a) an 
ointment, (b) a spray and (c) a suppository. Aqueous solutions (20,000 
mcg./ml.) are stable for at least four months at 4°C. (Fairbrother and 
Williams, 1958). Framycetin sulphate is poorly or not absorbed when taken 
orally (Massénat-Déroche, 1954; Shidlovsky et al., 1955-56; Prigot, 
1956-57); in consequence, it has been administered by this route in the form 
of a flavoured water-soluble powder to infants in daily doses of 125 to 
250 mg. according to weight (50 mg./kg.) without ill effect (Laplane et al., 
1955; Marquézy et al., 1955; Louvette and Lambrechts, 1958). 

Solutions have also been applied as a dressing to infected burns, in cases 
of traumatic ablation of skin, as a lavage and as an aerosol. Subcutaneous, 
intrapleural, intracavital, intra-articular, intrathecal and subconjunctival in- 
jections have all been administered without ill effect (Weber, 1953; 
Massénat Déroche, 1954; Sors and Trocmé, 1954; Maspetiol and Semette, 
1954; Biron, 1955; Cochran and Kirkland, 1958). 


CLINICAL USES 
Because of the possibility of sensitivity reactions in the patient, and the risk 
of encouraging the emergence of resistant bacterial strains, antibiotics 
selected for local use should not be those which are normally employed 
systemically. Framycetin is too toxic for parenteral use and in consequence 
is supplied, in the main, for topical application. It is in this form that it may 
prove to be a useful addition to our antibiotic armamentarium. 


TOPICAL APPLICATION 
Framycetin sulphate has been employed successfully by many workers, and 
without toxic reaction, in treatment of local infections due to staphylococci, 
many of which were resistant to other antibiotics. Peterkin (1958) has 
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successfully treated more than 300 cases of impetigo due to Staphylococcus 
aureus, with an ointment of framycetin sulphate and has observed no allergic 
reactions or toxic manifestations. Burrows (1958) treated 50 cases of skin 
infection including impetigo, infective dermatitis, folliculitis, secondary in- 
fective eczema, infected papular urticaria and sycosis barbz, with a 1.5 per 
cent. concentration in a water-soluble ointment base. Only two cases failed 
to respond. In those cases in which the staphylococcus was the sole infecting 
organism, framycetin was regarded as an effective antibiotic. The average 
time required for cure in cases in which the staphylococcus was the sole in- 
fecting organism was six days, compared with eleven days when the hemo- 
lytic streptococcus was isolated alone. No untoward reactions were noted 
during treatment. Cochran and Kirkland (1958) also report success with the 
ointment in impetigo. 

Cases of purulent otitis and rhinitis were treated successfully by Maspetiol 
and Semette (1954) by local application of framycetin sulphate in the form 
of 1.25 per cent. nasal drops, by instillations of 1 ml. (50 mg./ml.) into the 
external auditory canal, and by tampons soaked in framycetin sulphate. 
Twelve of fourteen cases of purulent otorrhcea due to staphylococci and 
Pseudomonas were completely cured, with definite improvement in the re- 
maining two. No toxic reactions, local irritation or allergic phenomena were 
observed. Keogh and Russell (1956) reported success in the local use of 
framycetin sulphate in otitis externa. 

Interesting observations on local use are reported by Cochran and 
Kirkland (1958), who treated five cases of infected deep burns and four 
cases of infected traumatic ablation of skin, due to Ps. pyocyanea, Proteus 
and staphylococci. The antibiotic was dissolved in the smallest quantity of 
saline which could be absorbed on to thin, non-adherent, rayon dressings 
which were applied intimately to the area under treatment. In eight of the 
nine cases treated, dramatic eradication of the infection took place, followed 
by rapid healing. In most cases a single application sufficed. In the remaining 
case there was partial control of infection and framycetin was found to be 
superior to other agents tried. There was no hypersensitivity following 
weekly applications over 44 months. The antibiotic did not appear to retard 
epithelization or to harm grafts; it was non-irritant, and its qualities of 
diffusion across granulation were demonstrated by control of infection at a 
distance from the impregnated dressings, in those cases in which, for special 
reasons, the dressings had not been applied to cover the whole septic area. 

Massénat-Déroche (1954) reported a case in which framycetin was 
instilled into the bladder in a case of pyuria and ascending pyelonephritis, 
with the disappearance of pyuria, although the cultures remained positive. 
The dose used was 25 mg. dissolved in 25 ml. of physiological serum (sic). 
Instillations were carried out once every two days for four days, then once 
every four days. 

PULMONARY INFECTIONS 
Lung abscesses due to staphylococci and pneumococci were treated success- 
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fully by Sors and Trocmé (1954) by daily injections of 100 mg. into the 
abscess cavity. The same workers treated four cases of non-tuberculous 
empyema locally by daily injections of 100 to 250 mg. Weber (1953) treated 
five cases of subcutaneous staphylococcal abscess by local injection which 
caused disappearance of the inflammatory focus. 

Aerosols of framycetin sulphate were used by Biron (1955) in 198 acute 
broncho-pulmonary infections due to staphylococci, Proteus and Pseudo- 
monas pyocyanea. He claimed success in 193 of the cases, and did not observe 
any intolerance or allergy in any of the 198 cases. The daily dose was 100 mg. 
in 5 ml. given over half-an-hour, and continued for four to six days. 


GASTRO-INTESTINAL INFECTIONS 

The effect of the antibiotic on the intestinal flora was studied by Shidlovsky 
et al. (1955-56) in 10 patients, five of whom received 250 mg. orally three 
times in one day (total 0.75 g.) and five of whom received four doses of 
500 mg. orally (total 2 g.). They found that both gram-negative species 
including Proteus and Pseudomonas, and gram-positive species including 
Streptococcus faecalis, were numerically suppressed, whilst fungi and yeast- 
like organisms were consistently isolated throughout the entire study. The 
gram-negative flora was decreased by more than gg per cent. and in four 
cases the decrease appeared in 18 to 24 hours, whilst 48 hours after cessation 
of treatment the gastro-intestinal flora began to resume its normal level. The 
gram-positive flora was reduced by 70 to gg per cent. In the group receiving 
the larger dose of 500 mg. both gram-negative and gram-positive anaerobic 
counts were reduced by 9g per cent. in all five cases, whilst there appeared to 
be a slight increase in the yeast-like organisms and fungi. Anaerobic spore- 
bearing organisms persisted in two of the five cases. No toxic manifestations 
were noted. 

From these studies it would appear that framycetin might be useful as an 
intestinal antiseptic since it has a broad spectrum, acts rapidly, is poorly 
absorbed from the gastro-intestinal tract, and causes little gastro-intestinal 
disturbance. 

In combination with nystatin framycetin sulphate was administered orally 
to 10 hospitalized patients by Shidlovsky and Prigot (1956-57) in a dosage of 
500 mg. four times in one day (total 2 g.), which resulted in the elimination 
of go per cent. of both the bacterial and yeast-like flora. Of particular interest 
was the preparation of patients for surgery of the intestinal tract, in that 
gram-positive bacteria, including Streptococcus faecalis and yeast-like or- 
ganisms, were much reduced. No side-effects due to this treatment were 
noted, and they considered that this type of treatment could be recommended 
for the preoperative preparation of patients. It has been used by Prigot 
(1956-57) on the day preceding operation in four doses of 500 mg., in 
combination with erythromycin. 

Marquézy et al. (1955) successfully treated gastroenteritis in infants due 
to type-specific E. coli, with framycetin, and with framycetin combined with 
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chloramphenicol. The dose of framycetin was 125 mg. in twenty-four hours, 
in divided doses for four days. In some cases the treatment was continued 
for as long as 26 days without ill effect. Its action was potentiated when used 
in combination with chloramphenicol. Laplane et al. (1955) also treated 18 
cases of type-specific E. coli infection with framycetin, in 10 of which the 
stools were negative after forty-eight hours; four cases required longer 
treatment whilst four were stil] positive at time of discharge. Using framy- 
cetin in combination with chloramphenicol in eight cases, they found nega- 
tive cultures in forty-eight hours in seven; the remaining case required 
seven days’ treatment. 

Louvette and Lambrechts (1958) treated 25 infants (aged 7 weeks to 
7 months) suffering from gastroenteritis due to pathogenic E. coli, with 
framycetin in the form of a flavoured water-soluble powder. The daily dose, 
divided into two portions, varied from 125 to 250 mg. according to the 
patient’s weight (50 mg./kg.). In most cases a five-day course was adequate. 
In 22 babies, stool cultures became negative within three days and within 
five days in two: one case remained positive after five days’ treatment and 
was still positive six weeks later, but with no sign of gastroenteritis. In 18 
infants the stools returned to normal within forty-eight hours. They con- 
cluded that framycetin had a very favourable action on gastroenteritis due 
to pathogenic E. coli in premature babies, and infants. The drug was well 
tolerated and did not appear to be toxic in the dosage used, and diarrheea, 
vomiting and dehydration disappeared very rapidly. 


SUMMARY 

It is unfortunate that the published observations on this antibiotic are so few. 
Whilst it cannot be administered parenterally on account of toxicity, it 
might appear that its local use can be undertaken without restraint. The 
possibility of strain variation in sensitivity and the emergence of resistant 
bacterial strains must be borne in mind, however, and it would be well to 
test the sensitivity of organisms before clinical use, and also periodically 
during treatment. 

In vitro studies indicate that framycetin has a fairly wide range of activity, 
in particular towards staphylococci, many of which were found resistant to 
other antibiotics. In this respect, framycetin administered locally as an oint- 
ment or in solution, might be a useful agent in the treatment of skin infec- 
tions of staphylococcal origin. Reports from authoritative sources confirm 
its clinical value in treating this type of infection. Activity has been demon- 
strated in vitro towards Proteus and Pseudomonas; although not of such a 
high degree as in the case of the staphylococcus, nevertheless most strains 
were sensitive to a concentration which could be obtained in the tissues. ‘The 
few clinical reports on the use of framycetin in skin infections due to these 
organisms are encouraging enough to suggest that further studies in this 
field might be worth while. 


Used locally, framycetin does not appear to give rise to untoward reactions 
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such as sensitization or irritation, and, since it is active against most strains 
of staphylococci, it may prove to be of value in the treatment of carriers of 
pathogenic staphylococci, so necessary as an aid in the control of hospital 
cross-infection. 

Used orally, no toxic manifestations have been observed in the cases re- 
ported, and its use in gastroenteritis due to pathogenic E. coli, and also as 
an intestinal antiseptic in preoperative treatment of patients, appears to have 
been beneficial. 

The main role of framycetin in therapeutics will probably Jie in its use 
as a local agent, and the results reported are encouraging enough to warrant 
a more extensive study of this antibiotic. 
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PRACTICAL DIETETICS 
V.—DIABETIC DIETS 


By JOAN SPRIGGS 
Chief Dietitian, St. Mary’s Hospital 


D1aBeETICs are, for the most part, normal people living normal lives. Some 
are fat and some are thin and, like all human beings, they have their likes 
and pet aversions in food as in all other things. Fortunately, as regards diets, 
it is possible to cater largely for their wishes. Whilst there are many ways in 
which diabetic diets can be planned and opinions differ widely, all are agreed 
that, whatever system is followed, it should be basically simple and adapted 
to the individual patient. 


THREE BASIC RULES 
In fact, provided the following three basic rules are kept in mind, little 
difficulty should be experienced in planning a diabetic diet. 

(1) For the non-obese patient sufficient calories should be provided to 
satisfy his appetite and at the same time maintain his ideal weight. The obese 
diabetic may be treated dietetically as a non-diabetic obese person. 

(2) The carbohydrate foods should, so far as possible, be distributed 
evenly over the main meals of the day, with necessary snacks between them. 
These can be adapted for use with various types of insulin. 

(3) The occupation and meal habits of the patient must be considered and 
any strong prejudices he or she may have about food recognized. If these 
habits are nutritionally sound then the diet should be based on them so that 
it approximates in kind and quantity to that with which the patient is 
familiar. 


PLANNING THE DIET 

The following six diets of varying caloric value will be found to cover 
most contingencies. In these the carbohydrate foods are given mainly as 
bread, the patient using the bread exchange list to suit his or her individual 
taste. 

In cases in which the digestion is upset, the carbohydrate can be taken in 
the form of fluids, using the following alternatives for 1 ounce of bread:— 

4 pint (285 ml.) of milk 

4 fluid ounces (113 ml.) of milk and 2 teaspoonfuls of sugar 

4 fluid ounces (113 ml.) of fresh orange juice and 1 teaspoonful of sugar 

3 teaspoonfuls of sugar in water or soda water 

With the exception of special sugarless jams, fruits and the like, which 
make an agreeable change, no special diabetic foods are necessary. Fruits 
should be used raw or stewed without sugar. Meats can be roasted, stewed, 


May 1959. Vol. 182 (635) 








636 THE PRACTITIONER 


grilled or boiled and fish cooked any way except fried. Saccharine can be 
used for sweetening. 

Whilst insisting that the patient adheres strictly to the diet, he or she can 
be pleasantly surprised by the very varied and normal menus. In fact, the 
more normal and varied they are the better. 


DIET I (1000 CALORIES) 
Carbohydrate: 100 g. Protein: 58 g. Fat: 43 g. 
Early morning: ‘Tea if desired 
Breakfast: Egg, lean bacon, lean ham, small portion of fish or cheese 
1 ounce (28 g.) bread or exchange from list 
Milk and butter from allowance 
Tea or coffee 


Mid-morning: Milk from allowance in tea or coffee 
I cream cracker 
Dinner: Medium portion of lean meat, fish, egg or small portion cheese 


Green vegetables or salad as desired 
Small portion of root vegetables 
I ounce (28 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 
Milk from allowance in tea or coffee 
Tea: Milk from allowance in tea 
I ounce (28 g.) bread or exchange from list 
Butter from allowance 
Salad, tomato or Marmite if desired 
Supper: Medium portion of lean meat, fish, egg or small portion cheese 
Green vegetables or salad as desired 
Small portion of root vegetables 
I ounce (28 g.) bread or exchange from list 
Butter from allowance 
Fruit, raw or stewed without sugar 
Milk from allowance in tea or coffee 
Bedtime: 1 cup milk from allowance 
Daily: $ pint (285 ml.) milk 
4 ounce (14 g.) butter or margarine 
(1 ounce [28 g.] of bread = 1 thin slice of large cut loaf) 


DIET II (1,200 CALORIES) 
Carbohydrate: 120 g. Protein: 61 g. Fat: 50 g. 
Early morning: ‘Tea if desired 
Breakfast: Egg, lean bacon, lean ham, small portion fish or cheese 
14 ounces (43 g.) bread or exchange from list 
Milk and butter from allowance 
Tea or coffee 


Mid-morning: Milk from allowance in tea or coffee 
I cream cracker 
Dinner: Medium portion Jean meat, fish, egg or small portion cheese 


Green vegetables or salad as desired 
Small portion of root vegetables 
I ounce (28 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 
Milk from allowance in tea or coffee 
Tea: Milk from allowance in tea 
I ounce (28 g.) bread or exchange from list 
Butter from allowance 
Salad, tomato or Marmite if desired 
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Medium portion of Jean meat, fish, egg or small portion cheese 
Green vegetables or salad as desired 

Small portion of root vegetables 

14 ounces (43 g.) bread or exchange from list 

Butter from allowance 


_ Fruit, raw or stewed without sugar 


Milk from allowance in tea or coffee 

1 cup milk from allowance 

I teaspoon Ovaltine or 1 cream cracker 
4 pint (285 ml.) milk 

? ounce (21 g.) butter or margarine 


DIET III (1,500 CALORIES) 


Carbohydrate: 150 g. Protein: 71 g. Fat: 69 g. 


Early morning: 
Breakfast: 


Mid-morning: 
Dinner: 


Tea: 


Supper: 


Bedtime: 


Daily: 


Tea if desired 

Egg, lean bacon, lean ham or small portion fish or cheese 
2 ounces (57 g.) bread or exchange from list 
Milk and butter from allowance 

Tea or coffee 

Milk from allowance in tea or coffee 
Medium portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion root vegetables 

2 ounces (57 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

Milk from allowance in tea 

1 ounce (28 g.) bread or exchange from list 
Butter from allowance 

Salad, tomato or Marmite if desired 
Medium portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion of root vegetables 

2 ounces (57 g.) bread or exchange from list 
Butter from allowance 

Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

1 cup milk from allowance 

1 teaspoon Ovaltine or 1 cream cracker 

} pint (428 ml.) milk 

} ounce (21 g.) butter or margarine 


DIET IV (1,800 CALORIES) 


Carbohydrate: 180 g. Protein: go g. Fat: 78 g. 


Early morning: 
Breakfast: 


Mid-morning: 


Dinner: 


Tea if desired 

Egg, bacon, ham, fish or cheese 

24 ounces (71 g.) bread or exchange from list 
Milk and butter from allowance 

Tea or coffee 

Milk from allowance in tea or coffee 

I ounce (28 g.) bread or exchange from list 
Large portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion root vegetables 

2 ounces (57 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 
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Milk from allowance in tea 

1 ounce (28 g.) bread or exchange from list 
Butter from allowance 

Salad, tomato or Marmite if desired 
Medium portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion of root vegetables 

2 ounces (57 g.) bread or exchange from list 
Butter from allowance 

Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

1 cup milk from allowance 

I teaspoon Ovaltine or 1 cream cracker 

I pint (570 ml.) milk 

2 ounce (21 g.) butter or margarine 


DIET V (2000 CALORIES) 


Carbohydrate: 200 g. Protein: 98 g. Fat: 91 g. 


Early morning: 
Breakfast: 


Mid-morning: 


Dinner: 


Tea: 


Supper: 


Bedtime: 


Daily: 


Carbohydrate: 250 g. Protein: 115 g. Fat: 115 g. 


Early morning: 
Breakfast: 


Mid-morning: 


Tea if desired 

2 eggs, egg and bacon, or fish 

3 ounces (85 g.) bread or exchange from list 
Milk and butter from allowance 

Tea or coffee 

Milk from allowance in tea or coffee 

I ounce (28 g.) bread or exchange from list 
Large portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion of root vegetables 

2 ounces (57 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

Milk from allowance in tea 

2 ounces (57 g.) bread or exchange from list 
Butter from allowance 

Salad, tomato or Marmite if desired 
Medium portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion root vegetables 

2 ounces (57 g.) bread or exchange from list 
Butter from allowance 

Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

1 cup milk from allowance 

I teaspoon Ovaltine or 1 cream cracker 

I pint (570 ml.) milk 

I ounce (28 g.) butter or margarine 


DIET VI (2,500 CALORIES) 


Tea if desired 

2 eggs, egg and bacon, or fish 

34 ounces (100 g.) bread or exchange from list 
Milk and butter from allowance 

Tea or coffee 

Milk from allowance in tea or coffee 

I ounce (28 g.) bread or exchange from list 
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Large portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion of root vegetables 

3 ounces (85 g.) bread or exchange from list 
Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

Milk from allowance in tea 

2 ounces (57 g.) bread or exchange from list 
Butter from allowance 

Salad, tomato or Marmite if desired 

Large portion meat, fish, cheese or eggs 
Green vegetables or salad as desired 

Small portion of root vegetables 

34 ounces (100 g.) bread or exchange from list 
Butter from allowance 

Fruit, raw or stewed without sugar 

Milk from allowance in tea or coffee 

1 cup milk from allowance 

1 teaspoon Ovaltine or 1 cream cracker 

I pint (570 ml.) milk 

1}? ounces (50 g.) butter 


BREAD EXCHANGE 


Instead of 1 ounce (28 g.) bread (15g. CHO) any of the following alternatives may 


be taken :— 


2 Ryvita or Vita Weat 

3 cream crackers or water biscuits 

2 semi-sweet biscuits, e.g. Marie, Osborne 

} cupful Cornflakes, Rice Krispies 

3 heaped tablespoonfuls porridge 

2 tablespoonfuls cooked macaroni, spaghetti or rice 
1 medium-sized potato weighs 3 ounces (85 g.) 


FOODS ALLOWED AS DESIRED 


Coffee, tea or soda water 
Clear broth, Bovril, Oxo or Marmite 


Artichokes Endive Parsley 
Asparagus French beans Peppers—green 
Broccoli Kale Radishes 
Brussels sprouts Leeks Rhubarb 
Cabbage Lemons Runner beans 
Cauliflower Lettuce Sauerkraut 
Celery Mustard and cress Spinach 
Chicory Marrow Swedes 
Cucumber Mushrooms ‘Tomatoes 
Dandelion Onions Watercress 


FOODS TO AVOID 
Sugar, sweets and chocolate 
Jam, marmalade, honey or syrup 
Puddings, cakes and pastries 
Biscuits, except as bread exchange 
Thickened soup, sauces and gravies 
Sweetened fruit drinks and minerals 





REVISION CORNER 


CARE OF THE BREASTS IN PREGNANCY AND LACTATION 


THE extent to which antenatal care of the breasts contributes to the establish- 
ment of successful lactation and the avoidance of breast abscess is debatable, 
and opinion varies from the ‘do nothing’ school to the followers of Waller, 
who advise massage and breast expression before delivery. Results are 
difficult to interpret and inconclusive. Space does not allow of a description 
of the techniques advised by Waller, and readers are referred to his book 
(‘Clinical Studies in Lactation’). My experience is that many women are 
either unwilling or unable to devote the time necessarily involved in following 
his methods. 
IN PREGNANCY 

There is no doubt that the inability to breast feed produces in the con- 
scientious woman a sense of failure and inadequacy. The emotional instability 
of the puerperium, together with the tendency of some midwives to introduce 
a moral aspect into the problem, may produce a state of near-hysteria, 
than which there can be nothing more detrimental to successful lactation. 
There is no doubt that this is why the atmosphere in the lying-in wards is 
so often not the cheerful one that it could and should be. Some women 
have a deep aversion to the idea of breast feeding, and in others who intend 
to work outside the home soon after delivery, it may be impossible. It is a 
great mistake to over-persuade such a patient into agreeing to breast feed, 
as she will almost certainly stop doing so after leaving hospital, or when 
the midwife and doctor cease to visit her regularly. She is then unwilling 
- to call for assistance in weaning until she runs into serious difficulties, 
either with a breast abscess or with feeding problems with the child. 
Similarly, when the supply of breast milk is inadequate it is unfair to expect 
a housewife to undertake the added work entailed in complementary feeding 
in addition to her other responsibilities in the home. It should therefore 
be explained to the patient early in pregnancy that breast feeding, if un- 
complicated, is the better method in that it entails less work, but that the 
advantages are by no means overwhelming and that failure carries no moral 
stigma. 

The breasts should be examined in early pregnancy and the opinion of a 
general surgeon sought in the event of any tumour being found. If the 
nipples are retracted or inverted the patient should be instructed to pull 
them out gently twice daily, and for the last two months of her pregnancy 
to wear Waller’s nipple shells under her brassiére during the day. If the 
retraction or inversion is very severe it may be obvious that breast feeding 
will be impossible. A well-fitting brassiére should be worn and the nipples 
washed with soap and water once daily, and afterwards dried thoroughly 
with an ordinary towel. Scrubbing with a soft nailbrush is sometimes 
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recommended in order to harden the skin but it is of no value and often 
actively harmful. A small quantity of soft lanolin should be applied after 
drying, to prevent cracking and the formation of adherent scabs of dried 
colostrum. There is no rationale for the use of creams containing cestrogen. 
Spirit or eau de cologne enhance any tendency to cracking. 


DURING LACTATION 

Following delivery the infant should be put to the breast either immediately 
or at least within six to twelve hours, depending upon his condition and that 
of the mother, but for no longer than one minute on each breast. This 
should gradually be increased to ten minutes on each breast every four hours 
by about the sixth day. If possible, complementary feeding should be 
avoided or the infant will soon discover that milk is more easily obtained 
from the bottle and will refuse the breast. The nipples are washed before 
and after each feed, dried and rubbed with lanolin as in the antenatal period. 
Scrupulous cleanliness is essential. 


BREAST ENGORGEMENT 

Breast abscess is the most serious complication, other than the rare lactating 
carcinoma, that can arise, the two main etiological factors being breast 
engorgement and cracked nipples. The former is the site of stasis and 
the latter provides the portal of entry for pyogenic organisms. Some engorge- 
ment almost invariably occurs on or about the third day of the puerperium. 
The whole breast, or one segment of it, becomes tense and tender and, 
as a result, the nipple becomes flattened. The engorgement must be relieved 
by gentle hand expression after each feed. Breast pumps are traumatic, 
and by producing oedema of the areola, may make the situation worse. 
Fluid intake should temporarily be restricted and the patient given ethinyl- 
estradiol, 0.2 mg. every four hours until the engorgement subsides. This 
will not lead to permanent suppression of lactation if feeding and expression 
are continued. Dehydration with purgatives is unnecessary and detrimental 
to an already lowered morale. Pain should be treated by codeine compound 
tablets B.P. and local cold compresses. 


CRACKED NIPPLES 
Cracked nipples occur more commonly in the fair skinned and are the 
result of too frequent or prolonged sucking, or from chewing of the nipples 
by an infant in an effort to obtain milk from an engorged breast, or from 
one containing insufficient milk. Sucking should never continue for longer 
than ten minutes at each side at one feed, and engorged breasts should be 
expressed by hand and the milk fed to the infant by bottle. A similar routine 
is followed when a cracked nipple has occurred, and the infant is kept off 
that breast until the crack has healed completely. The cracked nipple is 
treated in the same way as before except that it is rested. Antibiotic oint- 
ments are dangerous by producing resistant organisms; antiseptics delay 
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healing and may produce skin reactions. Compound benzoin tincture B.P., 
the old favourite, produces a dry scaly skin even more susceptible to 
cracking. If, in spite of careful supervision and treatment, cracks recur, 
breast feeding should be abandoned and lactation suppressed. 


MASTITIS 

The presence of infection declares itself by a rise in temperature and pain 
in the affected breast. Most commonly there will be found a hot, tender, 
indurated segment of the breast which is wedge-shaped with its apex 
towards the nipple. It represents that part of the breast drained by a blocked 
lactiferous duct. If abscess formation is to be prevented treatment must 
start within a very few hours. It consists of very gentle expression of the 
breast, particularly of the affected segment. The infant should not feed 
from that side and the milk should be discarded. Success in relieving the 
engorgement will immediately be apparent and no further treatment is 
necessary except that the breast is emptied completely after each feed. 
It must be emphasized that this treatment is valueless unless carried out 
promptly after the onset of symptoms. If it is unsuccessful, and with the 
patient at home, penicillin should be given in large doses (500,000 units 
twice daily) but should be stopped as soon as abscess formation has occurred. 
To have the least chance of success antibiotics must be given early. The 
organism responsible is almost invariably the Staphylococcus aureus, and in 
hospitals is usually resistant not only to penicillin but to most antibiotics. 
In hospital therefore antibiotics are probably better withheld. 


BREAST ABSCESS 

Abscess formation occurs very rapidly in the breast, often within twenty-four 
to forty-eight hours of the onset of symptoms and long before fluctuation 
can be elicited. It can be presumed to have occurred if a lump is still present 
after forty-eight hours, in which case antibiotic therapy should be stopped. 
Persistence with antibiotics will lead to a condition in which multiple 
abscesses occur, each containing only a small quantity of pus but surrounded 
by indurated fibrotic breast tissue which heals slowly and which may keep 
the patient in hospital for weeks or months. If, as so often happens at this 
stage, feeding is stopped, other segments of the breast become engorged 
and infected and multiple abscesses result. Both breasts should be expressed 
regularly to avoid engorgement while ethinyleestradiol, 0.5 mg., is given 
every four hours. On this regime lactation will cease gradually and the dose 
of cestrogen can slowly be reduced over a period of two weeks. Another 
cause of abscess formation is the failure adequately to suppress lactation or 
a recurrence of secretion following its suppression, when breast feeding 
has been stopped for some reason. 

Once established, breast abscesses should be incised early, deeply, and 
widely under general anesthesia. 


ROGER DE VERE, F.R.C.S., M.R.C.O.G. 
Assistant Obstetric Surgeon, Westminster Hospital. 
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NIGHT-BLINDNESS 


NicHT-blindness was recognized in early medical writings, and mention 
is made of the condition as we know it in papyri of about 1500 B.c., together 
with its treatment by ox liver. The term, hemeralopia, is sometimes used, 
but tends to be confused with nyctalopia (night-sight or day-blindness), 
and is therefore better avoided. A night-blind person has difficulty in 
recognizing objects in poor illumination, such as twilight or starlight, 
whereas under such conditions a normal individual can still see objects to 
a greater or lesser extent. Ability to see in dim light varies greatly from one 
individual to another, and also decreases with age. Suspected night- 
blindness, however, needs careful investigation. It may or may not be 
progressive, according to the cause, but in almost all cases the basic fault 
lies in the retinal rod system. 

This may be a structural defect or a failure of the visual purple mecha- 
nism. In the early stages of the disease, dark adaptation still occurs, but 
takes longer than in the normal eye; the light threshold is also increased. 
Dark adaptation is investigated by determining the threshold for light 
perception after exposing the eye to a bright light. The technique is largely 
of research interest, and is not used in the routine investigation of eye 
disease. 


CONGENITAL AND HEREDITARY FORMS 

Simple congenital night-blindness.—In the simple congenital form, night- 
blindness is generally non-progressive, the visual acuity and fundi are 
normal, but the visual fields are contracted. The condition is hereditary 
and appears either in a dominant or recessive form, or as a recessive sex- 
linked character which is transmitted by unaffected daughters of affected 
males to some of their sons. In the recessive form there is often an associated 
myopia. Other rare forms of congenital night-blindness occur. One of these 
is Oguchi’s disease, which occurs mainly in Japanese subjects, and is of 
interest in that after exposure to normal daylight, the fundus appears 
greyish-white, assuming the normal orange-red colour if the patient is 
kept in the dark for a few hours. Individuals with congenital night-blindness 
generally adjust themselves from early childhood, walking in dim light with 
arms extended, for example, and learning to guide themselves along a road 
by looking up at the housetops outlined against the sky. 

Retinitis pigmentosa.—This is a primary degeneration of the neuro- 
epithelium of the retina in which the rods disappear before the cones, 
starting at the equator. It is a hereditary condition, transmitted usually 
in its recessive form. Symptoms of night-blindness usually appear in early 
youth, before there is any detectable change in the appearance of the retina. 
An interesting feature of this condition is the reduction or absence of the 
electroretinogram (ERG) which represents the electrical potential between 
the front and back of the eyeball. It has also been shown that the ERG 
is depressed in the early stages of the disease, before retinal changes can 
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be detected with the ophthalmoscope. ‘There is an associated progressive 
loss of visual field, which in its early stages is characteristically ring-shaped, 
eventually leading to ‘tubular vision’, central vision being retained until 
comparatively late. The typical appearances in the fundus are: (1) nar- 
rowing of the retinal arteries, (2) bone corpuscle or spider-like aggrega- 
tions of black pigment on the retinal veins, distributed equatorially, and 
corresponding to the scotoma, (3) optic atrophy. Posterior polar cataracts 
often occur. 

There is no known treatment for this condition. Attempts to improve 
the local circulation by sympathectomy, and other forms of treatment such 
as tissue therapy by injections of placental extract do not appear to be of 
any value. Extraction of the cataract, however, may be helpful if it is 
causing embarrassment of the central vision. 

The recessive nature of the main forms of this disease makes it difficult 
to deal with from the eugenic standpoint. Accurate knowledge of the 
family history may give some guidance as to the likelihood of offspring 
being affected. As Duke-Elder points out, unless it is considered right to 
produce children who will eventually become blind, intermarriages within 
such families should be sterile; this is even more imperative in individuals 
in whom the disease appears in its rarer dominant form. 


ACQUIRED NIGHT-BLINDNESS 
Vitamin A deficiency.—Vitamin A is a precursor of visual purple, and its 
deficiency is known to lead to night-blindness, as a result of impairment 
of visual purple regeneration. In its milder forms, as in cases of dietary 
deficiency and malnutrition, this causes merely a delay in dark adaptation. 
A more acute form is sometimes met with in the tropics in Spring, especially 
in children, probably as a result of reduced vitamin A content of milk 
and meat. The more severe forms of vitamin A deficiency are some- 
times accompanied by drying of the corneal and conjunctival epithelium 
(xerophthalmia) with increased risk of infection, and, in severe forms, by 
keratomalacia, in which the whole cornea may degenerate and perforate. 
Night-blindness is sometimes complained of by patients with cirrhosis of 
the liver. This may be due to inadequate storage of vitamin A by this organ, 
and also to faulty fat absorption by the intestine. It appears to be inde- 
pendent of any accompanying jaundice. Improvement of symptoms can 
be effected in such cases by keeping the patient in a darkened room for 
twenty-four hours or so. 

Night-blindness due to vitamin A deficiency can be treated successfully 
by giving the vitamin orally or by injection, although the response may be 
slow, improvement taking some weeks. 

Other forms of acquired night-blindness occur, notably in diseases of 
the eye itself in which peripheral vision is affected, as, for example, in high 
myopia, chorio-retinitis, retinal detachment, glaucoma and optic neuritis. 
Acute night-blindness has also been noted after severe haemorrhage, or 











po 
ex] 
to 


ex! 


avi 
SCI 
act 


nlz 


thi 


Proc 
Arth 
QUERY 
ment 
recent] 
several 
wheth 
help t 
you c 
siderec 
REPLY 
hon | 
during 
the int 
caine) 
the pl 
associ: 
asthm 
many 
this tr 
At 
procai 
the at 
the t1 
musct 
soluti 
three 
follow 
cours 
ment 
years 
As 
consu 
perim 
associ 


ve 
cd, 
til 


+ 





NOTES AND QUERIES 


poisoning by quinine, carbon bisulphide or alcohol; it may also follow 
exposure to a bright source of illumination such as a furnace. As a func- 
tional symptom or in malingering, night-blindness is not found to any 
extent now, but was occasionally met with in the Services during the 


last war. 


In general, patients suffering from impairment of night vision should 
avoid jobs involving dark-room work, such as photography and x-ray 
screening. If the impairment is severe and permanent, however, and 
accompanied by extensive loss of visual field, as in advanced retinitis pig- 
mentosa, blind certification becomes necessary. The blind welfare orga- 
nizations will then give advice and encouragement, besides arranging for 
the patient to be trained to do suitable work. 


D. P. GREAVES, M.B., F.R.C.S. 


Ophthalmic Surgeon, University College Hospital. 
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Procaine (H3) in Rheumatoid 
Arthritis 


Query.—Since the use of procaine in the treat- 
ment of rheumatoid arthritis and old age 
recently received publicity in the national press, 
several of my patients have inquired as to 
whether this form of treatment would be of any 
help to them. I should therefore be grateful if 
you could let me know whether it is still con- 
sidered of any value, and the details of treatment. 


Repty.—Professor Aslan, director of the Par- 
hon Institute of Geriatrics, Bucharest, has, 
during the last two years, published claims that 
the intramuscular injection of ‘novocaine’ (pro- 
caine) is, in some instances, capable of reversing 
the physical and psychological changes usually 
associated with old age. It is also claimed that 
asthma, rheumatism, arthritis, hemiplegia and 
many other nervous diseases are benefited by 
this treatment. 

A test dose of 0.5 ml. of a 2% solution of 
procaine of pH 4 is given intramuscularly. In 
the absence of any evidence of hypersensitivity 
the treatment is then proceeded with. Intra- 
muscular injections of 5 ml. of the procaine 
solution are given into the arm or the thigh 
three times a week for four weeks. This course is 
followed by a ten-day pause and then a similar 
course of twelve injections is given. This treat- 
ment ‘is continued in suitable rhythms over the 
years in this way’. 

As a result of experiments on the oxygen 
consumption of yeast cells under various ex- 
perimental conditions Professor Aslan and her 
associates believe that procaine acts as a catalyst 


or vitamin and that low concentrations either 
accelerate cell growth or stimulate oxidation- 
reduction processes or both. Procaine is referred 
to as vitamin H3. No properly controlled trials 
of the method have been carried out in this 
country or elsewhere. Aslan’s articles consist 
chiefly of claims supported only by successful 
case reports and therefore the value of this form 
of treatment must be regarded at present as 
unproven. 

J. F. BUCHAN, M.D., M.R.C.P. 


Rep_y.—I regret that I have no first-hand 
experience of this preparation, nor to my know- 
ledge has anyone in this country. The results of 
Dr. Aslan’s method of treatment first became 
generally known when she presented a paper to 
the International Association of Gerontology 
in Merano in 1957. She has subsequently 
described the results from its use on 130 
hospital inpatients and 6,090 outpatients. To 
determine the value of her treatment a much 
more objective assessment is required. There is 
certainly a need for a double-blind trial of its 
use in geriatric patients. At the moment the 
Medical Society for the Care of the Elderly is 
investigating the possibility of recommending 
such a trial to be carried out by some of its 
members. 

A. N. Exton-SMITH, M.D., M.RtC.P. 


Artificial Insemination 

QueryY.—I should be grateful for information on 
artificial insemination using the husband’s 
semen (A.I.H.). Are there any special pre- 
cautions to be taken, such as temperature of 
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instruments, when using the _ intra-cervical 
method? How far should the semen be injected 
into the cervical canal? 

I believe there is another method, using a 
diaphragm or cervical cap. What is the material 
used in making the caps? I presume an ordinary 
contraceptive diaphragm would not do as it is 
made of rubber. 


Rep._y.—lIdeally, the temperature of the instru- 
ments used should be 37°C. but, provided the 
room temperature is not low, warming the 
instruments is not necessary. The instruments 
should, of course, be sterilized and should be 
dry, or nearly so. No soap or detergent should 
ever be used in washing the syringe and cannula 
since such agents are highly spermicidal. 

If A.I.H. is being used to overcome cervical 
hostility—i.e. defective cervical secretions, 
stenosis due to previous excessive cautery, or 
some similar condition—then intracervical in- 
semination is unlikely to be of value and intra- 
uterine injection of the semen is necessary. Not 
more than 0.25 to 0.5 ml. of semen can usually 
be injected without causing uterine cramps. If 
the reason for insemination is defective coital 
mechanics, and receptive cervical mucus is 
secreted, then the semen can be deposited 
within the cervical canal (i.e. the cannula is not 
passed beyond the internal os) though, of course, 
little will remain within the canal and most will 
reflux into the vagina. It is because of this that 
some workers prefer using a plastic (not rubber) 
cervical cap into which the semen is introduced. 
If an appropriate bent cannula is used, the 
semen can be introduced into the cap after the 
latter has been inserted into the vagina, when it 
can be applied to the cervix. It is usually re- 
moved by the patient herself several hours later. 

G. I. M. Swyer, D.M., M.R.C.P. 


Explaining Menstruation 

Query.—I would be glad if you would inform 
me what is the gentlest way to educate a child 
of 11 to 12 years about the onset of the menses. 


Rep_y.—The immediate comment on this query 
is that 11 or 12 years is too late for a child 
to be informed about the onset of menstruation. 
It is well known that girls are tending to mature 
earlier—up to two years earlier than 25 years 
ago. In many, menstruation begins at 12 or even 
at 10 or 11. It is well for girls to be told about 
menstruation in good time, certainly before their 
11th birthday; information ‘s best given before 
the secondary sex characters appear and thus 
before the child is emotionally involved in the 
physical changes of adolescence. The mother, 
or in her absence a teacher or other suitable 
person, should explain menstruation factually 
and unemotionally as a part of the normal 
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process of growing up and as a sign of = 





and good health. 

The questioner may find a pamphlet specially 
prepared by the Medical Women’s Federatioy 
helpful. This is obtainable from The Family 
Doctor, Tavistock House North, Tavistoc 
Square, London, W.C.1, price 2d. for singl 
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post free. This pamphlet has sold extensivel; 
and indeed some schools make a point of sending 
it to parents of ten-year-old girls. The pamphle 
is in two parts, one for the parent and a detach. 
able part for the girl herself. 
JOSEPHINE BARNES, D.M., F.R.C.S, 
F.R.C.0.G, 


Treatment of ‘Soft Corn’ 


QuERY.—What is considered the most effective 
treatment for the troublesome condition known 
as a ‘soft corn’: i.e. the lesion between two toes? 


Rep.y.—The term ‘soft corn’ is the common 
name given to the well-defined, often painful, 
indurated nodule, the surface of which is usually 
paler than the surrounding skin, situated in or 
near to the base of an interdigital cleft of the 
foot. The cleft most commonly affected is 
between the 4th and sth toes. There are three 
common causes and the treatment depends upon 
the cause. 

The commonest cause is a true callosity 
caused by pressure of the interdigital joint 
region of the 5th toe against the side of the 
4th toe. This is corrected by wearing wide- 
fitting shoes and also ensuring that the socks are 
not too small. Relief is obtained by packing the 
cleft with lambs wool, and once the pressure has 
been relieved the hyperkeratotic skin can be 
removed by an ointment consisting of 10% 
salicylic acid in lanolin. 

The second cause is a wart in the area. The 
virus probably invades the sodden skin of the 
interdigital cleft. These can be most resistant to 
treatment and in my experience the quickest 
and best way of dealing with them is to remove 
the wart by curetting under either local or 
general anesthesia. It is often surprising the 
distance the wart penetrates below the skin. 
After curetting I cauterize the base with silver 
nitrate and, although this gives rise to a certain 
amount of postoperative pain, it helps to control 
the bleeding and also to kill any virus which 
may be left in the wound. 

The third cause is hyperkeratosis produced by 
fungus infection. The diagnosis is established 
by microscopical examination of scrapings taken 
from the area. This is an uncommon cause 0 
soft corns in this country. The condition wil 
respond to paint of magenta B.P.C. or Whit 
field’s ointment. 

H. R. VICKERS, V.R.D., M.D., F.R.C.?. 
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ensitivity to Pain 

UERY.—We all know clinically that sensitivity 
© pain varies considerably. Are there any 
eliable figures available indicating what pro- 
ortion of the population are more sensitive to 
ain and what proportion are less sensitive to 


Rep.y.—Some five years ago (Lancet, 1954, i, 
636) I published a report describing the use of 
the algometer as a means of assessing pain 
sensitivity. In a series of 363 normal persons 
I found that 23% were hypersensitive, 15% 
were hyposensitive, and 62% were normal 
sensitive. These findings are practically the 
same as those reported by Libman (7. Amer. 
med. Ass., 1934, 102, 335). This natural range 
of pain sensitivity is reflected in the behaviour 
of patients. For example, the evidence accumu- 
lates that hyposensitive patients complain less 
of pain with coronary disease than do normo- 
sensitive persons. The reflection on patients’ 
behaviour has recently been shown by a general 
practitioner colleague who has reported that 
attendances at surgery are less frequent from 
hyposensitive patients than from those who are 
hypersensitive. 

It must be appreciated that this relative sen- 
sitivity of patients is often modified by emotional 
factors. 

K. D. KEELE, M.D., F.R.C.P, 


Treatment of Latent Syphilis 
Qurery.—In a male patient, aged 69 years, the 
Kahn and Meinicke tests were strongly positive 
and the Wassermann test was positive 1/128. 
He exhibits no physical signs which could be 
attributed to syphilis and is entirely symptom 
free. Treatment to meet emigration require- 
ments—i.e. procaine penicillin in oil with 2% 
aluminium monostearate, 4,800,000 units—was 
given. 

(1) What should be the subsequent manage- 
ment of this case? 

(2) What variation, if any, would be expected 
in the serological findings following treatment 
with penicillin? 

RepLy.—The assumption is that these strongly 
positive serological tests indicate that the patient 
is suffering from latent syphilis; but the tests 
should be repeated to eliminate the possibility 
of a mistake and, if the test is available, a posi- 
tive treponemal immobilization test would con- 
firm the diagnosis. The patient’s cerebrospinal 
fluid should be tested to exclude asymptomatic 
neurosyphilis, and radiographs of the chest 
should be taken to exclude aortic aneurysm or 
other evidence of syphilitic aortitis. 

(1) Assuming that these investigations provide 
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no new information, the amount of treatment 
given is likely to be adequate. The patient 
should be seen and examined at intervals of 
three months for the first year, six months for 
the second year and thereafter once each year. 
Provided that he remains well no further treat- 
ment need be given. It is, of course, important 
to exclude syphilitic infection of the patient’s 
wife and family. 

(2) Serological tests are not of great import- 
ance in assessing response to treatment in a case 
of this kind. They may well remain strongly 
positive, but this is not an indication for further 
treatment. If, on the other hand, they were to 
become negative or weakly positive and subse- 
quently showed progressive rise in titre, this 
might well indicate active infection and the 
possibility that some clinical manifestations 
might supervene. 

AMBROSE KING, F.R.C.S. 


Sport and Adolescent Kyphosis 


Query.—I should appreciate an opinion on the 
following case. A lad aged 16 has dorsal 
kyphosis with no pain. The x-ray report 
states: “There is some irregularity of the 
epiphysial plates of the vertebral bodies. The 
appearance is suggestive of osteochondritis. 
There is very slight anterior wedging of the 
bodies of the lower dorsal vertebre’. 

Should he be allowed to play Rugby football? 


Repty.—The x-ray report is that of mild rigid 
kyphosis of adolescence: in the present state of 
inflation dignified by the title osteochondritis. 
The boy is obviously a thick-set round-shoul- 
dered shaver. To play rugger would be a good 
thing for him and this exercise will help to 
build up the dorsal musculature. 

RONALD FURLONG, M.B., F.R.C.S. 


Combined Antibiotic Treatment 
QuerRY (from a reader in Australia).—I was 
particularly interested in the article on the treat- 
ment of pneumonia in the December issue of 
The Practitioner (p. 686). I would be grateful 
for expert opinion about treating pneumonia by 
a combination of penicillin parenterally and 
antibiotics orally. Some time ago I read that 
there was evidence that they might be an- 
tagonistic and consequently I have not used 
them in combination. Recently, however, I 
treated with penicillin injections a man who had 
lobar pneumonia. He became progressively 
worse until, after three days, I gave him tetra- 
cycline to which he responded well, but his 
convalescence was slow owing to the long period 
of toxzemia. I felt that this might have been 
avoided if I had given him the two drugs 
together from the beginning of treatment. 
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Rep_y.—It is believed that a bactericidal and a 
bacteriostatic antibiotic given together do not 
produce an additive effect and, indeed, that 
antagonism may result. Penicillin parenterally 
and tetracycline by mouth is an example of such 
a combination and is best avoided. In this 
patient I would venture to suggest that the 
causative organism was resistant to penicillin but 
susceptible to tetracycline, and that the final 
improvement was due to the tetracycline alone. 
I should doubt whether the period of con- 
valescence was significantly lengthened by the 
treatment adopted. 

My advice in a similar situation in the future 
would be to discontinue penicillin after forty- 
eight hours and prescribe tetracycline. 

N. Lioyp Russy, D.M., F.R.C.P. 


Sound-Proofing in the Surgery 
Query.—We have a surgery building which we 
intend to reorganize and in so doing will have 
to erect some new walls for the two consulting 
rooms. We should like some advice on what 
material to use that would be sound-proof yet 
reasonable in price. Our local builder considers 
that a single brick thick wall with plastering on 
both sides would be quite adequate, but we are 
wondering if a wood frame, with plaster boards 
each side and the interior filled with some non- 
conductor, would not be cheaper, more easily 
erected and probably more sound-proof. 


Rep_y.—Briefly, the attenuation that may be 
expected using a 44-inch (11.5 cm.) brick wall 
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plastered each side is of the order of 40 to 45 db 
The figure achieved by timber studding and 
plaster board on each side without filling would 
be about 35 db. I consider it unlikely that any 
filling material between the plaster boards such 
as can be used, having in mind the strength of 
plaster boarding, would fall short of the per. 
formance of the brick wall. The guiding principk 
is that the weight of the material is the best 
general yardstick. 

JOHN WakkE, F.R.1.B.A. 


Hashimoto’s Disease in Cretins 
Query.—With reference to the article on 
‘Endocrine Disorders in Childhood’ (The Prac. 
titioner, March 1959, 182, 305), could you 
please tell me the incidence of Hashimoto's 
disease in cretins? In the standard textbooks it is 
described as a disease of women over the age of 
50 years. 
Rep_ty.—Hashimoto’s disease is not common as 
a cause of infantile hypothyroidism (cretinism), 
but does seem to be a common cause of hypo- 
thyroidism with goitre in young children and 
adolescents, especially the latter. The questioner 
might be interested in an article on this subject 
by Gribetz, D., Talbot, N. B., and Crawford, 
J. D., entitled ‘Goiter due to lymphocytic 
thyroiditis (Hashimoto’s struma), Its occurrence 
in preadolescent and adolescent girls’, published 
in the New England Journal of Medicine, 1953, 
250, 555. 

NATHAN B. TALBOT, M.D. 
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Brine Baths for Decubitus Ulcers 


As a result of his experience with 1,400 
patients with spinal cord injuries, R. H. Nyquist 
(Journal of the American Medical Association, 
February 28, 1959, 169, 927) considers that 
‘the cleansing and healing process of a gan- 
grenous ulcer is augmented by the use of a brine 
bath from three to five times a week’. The brine 
is a solution of 5% crude rock salt and 2.5% 
magnesium sulphate. This concentration ‘pro- 
vides a favourable osmotic effect and is at the 
same time bactericidal’. The initial temperature 
of the bath is about 37.8° C., but is adjusted 
to the patient’s tolerance. The teraperature is 
allowed to drop during the twenty minutes in 
which the patient is in the bath. Whirlpool 
action increases the value of the bath, and it is 
sometimes possible to allow underwater exer- 
cises passively, actively, or with assistance. 
When the patient is removed from the bath, a 
suberythemal dose of cold quartz ultra-violet 
radiation is applied to the base of the ulcer at a 


distance of 1 inch (25.5 mm.), starting with 15 
to 20 seconds of application and increasing the 
time one to two seconds each treatment up to 
a maximum of three to five minutes. If a deep 
ulcer crater exists, it is filled with granulated 
sugar, on the patient’s return to the ward. The 
action of the sugar is ‘hygroscopic and cleanses 
the ulcer by osmosis’. More sugar may be 
added two or three times a day if necessary. 
‘Occasionally’, a solution of 10% Peruvian 
balsam in a cod-liver oil ointment base is applied 
to the ulcer to promote healing. If a greenish- 
coloured discharge denotes the presence of 2 
pyocyaneous growth, boric acid powder, 2% 
solution, or 10% boric acid ointment ‘may over- 
come this in a few days’. A superficial ulcer 
filled with clean granulation tissue is exposed to 
air and sunshine. 


Promazine in Chorea Gravidartsm 
THE successful use of promazine in a severe 
case of chorea gravidarum is reported by 
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A. J. M. Campbell and J. Henderson (Scottish 
Medical Journal, March 1959, 4, 128). The 
patient was a 19-year-old primagravida who 
was admitted to hospital at the 32nd week of 
pregnancy. She had noticed increasing clumsi- 
ness of finger movements for several weeks, and 
on admission had violent generalized choreiform 
movements requiring nursing in a padded cot. 
There was no evidence of cardiac involvement. 
Treatment was instituted with phenobarbitone, 
1} grains (0.1 g.), and acetylsalicyclic acid, 15 
grains (1 g.), four-hourly. In addition, amylo- 
barbitone sodium, 3 grains (0.2 g.), and paralde- 
hyde, 5 ml., were given intramuscularly at 
night. In spite of this heavy sedation, her con- 
dition steadily worsened, and therefore two days 
later she was given promazine, 50 mg. eight- 
hourly, and the daily dose of phenobarbitone 
was reduced from 9 grains (0.6 g.) to 6 grains 
(0.4 g.). Within six hours of the first dose of 
promazine there was ‘an impressive change’ in 
the patient’s condition, and she slept well with- 
out the addition of amylobarbitone and paralde- 
hyde. Within forty-eight hours all choreiform 
movements had ceased. During the next ten 
days the dosage of phenobarbitone, acetyl- 
salicylic acid, and promazine was reduced to 
0.1 g., I g., and 25 mg. eight-hourly, and main- 
tained at this level until the end of her fourth 
week in hospital—without any recurrence of 
movements. At full-term she gave birth to a 
healthy infant, weighing 7 lb. 3 ounces (3.2 kg.), 
after a normal labour. The puerperium was 
uneventful, and the mother successfully breast 
fed her child. 


Chronic Pharyngitis 

In his presidential address, on ‘Pharyngitis’, to 
the section of laryngology of the Royal Society 
of Medicine, R. L. Flett (Proceedings of the 
Royal Society of Medicine, March 1959, 52, 215) 
discusses fully the problem of chronic pharyn- 
gitis. ‘The plethoric diathesis’, he says, ‘readily 
causes the development of chronic pharyngitis, 
especially if it is combined with a high blood 
pressure. A patient with an angry-looking face 
and bull-neck usually possesses a pharynx 
which looks angry! Alcohol can be a most im- 
portant cause of pharyngitis—not beer, but 
spirits—and, especially when they reach a bottle 
a day! In his experience, alcoholic laryngitis 
‘usually means death in about six months from 
delirium tremens’. Those with pharyngitis, 
however, ‘seem to have more resistance, and 
better livers, and seem to last a great deal 
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longer’. On the other hand, they readily develop 
carcinoma in situ. ‘An alcoholic seems to show 
much less resistance to the spread of carcinoma 
and, when treated, more readily develops a 
recurrence’, 
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In discussing a hard dry cough, it is stated 
that ‘in allergic people port and sweet liqueurs 
can bring on slight bronchospasm, and a lot of 
these people seem to know that alcohol of this 
type does not suit them’. Some patients com- 
plain of cough in a sudden drop of temperature. 
One patient who had chronic pharyngitis would 
wake up with his cough at 03.00 hours, and in 
looking at his bedside thermometer, find that 
it was 63° F. (17.2° C.) instead of 65° F. 
(18.3° C.). In children the hard dry cough goes 
on all night, ‘but is more distressing to the 
worrying parents than to the child, who manages 
to sleep through it all. It is not so much due to 
lateral pharyngeal columns as to nodules or 
granulations on the posterior wall, and these 
often are attempts to replace lymphoid tissue 
which has disappeared in the too early removal 
of tonsils and adenoids’. 


Micturition Syncope 

IN recording seven cases of men who fainted 
during micturition, W. L. Proudfit and M. E. 
Forteza (New England Journal of Medicine, 
February 12, 1959, 260, 328) claim that this is 
the first time this condition, which they name 
‘micturition syncope’, has been described. The 
attacks occurred only when the patients mic- 
turated immediately after arising from the 
supine position, after prolonged recumbency— 
as during the night. Only one of them had ex- 
perienced syncope in any other circumstances 
—and that was when walking downstairs imme- 
diately after getting up in the early morning. 
All were in good health, with the exception of 
one who had mild angina pectoris. Six of the 
patients had the first attack at a relatively young 
age, from 16 to 37, and none of them had had 
more than six attacks. In no case was there any 
evidence of intracranial disease. It is considered 
that the condition is due to ‘the circulatory 
effects of Valsalva’s manceuvre performed while 
the patient is urinating, at a time when the 
venous return to the heart and the peripheral 
arterial resistance are low’. It is pointed out that 
Valsalva’s manceuvre is performed at the begin- 
ning and the end of micturition, especially by 
men. ‘Women would not be expected to be 
subject to this condition because of the anatomy 
of the female urethra and the position assumed 
during micturition, and because the lesser mus- 
cular development of the trunk in women makes 
Valsalva’s manceuvre less effective than in men’. 


Oral Antiseptics 

THE preparation of the mucous membrane with 
an antiseptic before injecting a local anesthetic 
is an accepted procedure in dental surgery. As 
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the interval intervening between the swabbing 
of the mucosa and the injection is usually only 
fifteen to thirty seconds, R. A. Cawson and 
I. Curson (British Dental Journal, March 17, 
1959, 106, 208) have carried out tests in 470 
patients, in which they compared the effective- 
ness of six antiseptics in disinfecting the oral 
mucous membrane within thirty seconds. The 
results show that both iodine and 2% chlor- 
hexidine were ‘good disinfectants for use in the 
oral mucous membrane’. The two preparations 
of iodine used were: ‘tincture of iodine’ (iodine 
2.5%, potassium iodide 2.5%, distilled water 
2.5%, alcohol s.v.r. to 100%) and ‘aqueous 
iodine solution’ (iodine 2%, potassium iodide 
2%, distilled water to 100%). Both iodine and 
chlorhexidine had a drying effect on the mucous 
membrane, and the view is expressed that ‘an 
astringent effect on the mucous membrane 
appears to be a desirable property in antiseptics 
used in the mouth’. Alcohol, either 70% or 
90%, was found to be ‘virtually useless as an 
antiseptic in the mouth’, and the three remain- 
ing antiseptics tested—2% ‘dettol’, 2% benzal- 
konium chloride, and tincture of ‘metaphen’— 
were also found to be unsatisfactory. 


Emetine:and Herpes Zoster 


As a result of five years’ experience, during 
which they have treated 160 cases, E. Griveaud 
and J. Achard (La Semaine des Hépitaux de 
Paris, March 4, 1959, 35, 872) consider that 
emetine hydrochloride is the best drug for the 
treatment of herpes zoster. The drug is given 
subcutaneously at the site of the pain, or as 
near to this as possible. In cases of moderate 
severity the initial dose is 20 mg. twice daily on 
the first day. The maximum analgesic effect 
occurs within five to six hours and in cases of 
moderate severity persists for twenty-four to 
thirty-six hours. In such cases the subsequent 
dosage is usually 40 mg. daily (in two divided 
doses) on alternate days, and the total number 
of injections required is usually three to five. 
In more severe cases, and provided there are no 
side-effects, the daily dose of 40 mg. should be 
repeated daily for three days and then increased 
to 60 mg. on alternate days. It is emphasized, 
however, that the main factor governing subse- 
quent dosage is the response to the first day’s 
dosage. The injection of emetine itself always 
causes a certain amount of pain, and in the 
authors’ experience after the third injection the 
patient often complains more of the pain of the 
injection than the pain of the herpes. Signs of 
intolerance to the drug are rare. Although 
emetine is so successful in relieving pain, there 
is no good evidence that it has any effect in 
shortening the duration of the disease. 
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Nickel Sensitivity 

‘DurinG the period 1936-55 the incidence of 
nickel sensitivity rose appreciably in proportion 
to that of other known sensitivities’, according 
to Poul V. Marcussen, of the Finsen Institute, 
Copenhagen (British Journal of Dermatology, 
March 1959, 71, 97). In a series of 38,764 
routine patch-tests, 727 individuals were found 
to be hypersensitive to nickel. The incidence of 
nickel sensitivity rose from 7.4% in 1936 to 
12.9% in 1955. In 1936, nickel sensitivity was 
eighth in frequency, against third in 1955 when 
it was exceeded only by sensitivity to primula 
and balsam of Peru. This rise in nickel sensi- 
tivity is due to the increased use of metallic 
nickel. There is no evidence of sensitivity to 
nickel salts playing any important part. For 
instance, only 24 of the 727 nickel-sensitive 
patients were electroplaters. An analysis of the 
site of the nickel dermatitis showed that sus- 
penders are the chief cause, being responsible 
for 66.7% of the cases in 1936-45 and for 
65.4% in 1946-55. Watches, spectacle frames 
and jewellery seem to be playing a decreasing 
part, being responsible for 18.2% of cases in 
1936-45 and 14.4% in 1946-55. On the other 
hand, there has been a ‘striking rise’ in involve- 
ment of the hands: from 15.1% to 20.2%. 


Psittacosis and Ornithosis 

PsiTTACosiIs and ornithosis are often used as 
synonyms for infection with a virus of the 
psittacosis-lymphogranuloma group of infective 
agents. In practice, however, the term, orni- 
thosis, is usually reserved for the infection as it 
occurs in non-psittacine birds. In a review of 
the present position, K. F. Meyer (Bulletin of 
the World Health Organization, 1959, 20, 101) 
notes that complement-fixation tests of sera 
from patients with mild or obscure respiratory 
infections have shown that psittacosis is more 
prevalent in man than has hitherto been sus- 
pected. He also draws attention to the occur- 
rence of the infection in many non-psittacine 
birds, including turkeys, ducks and pigeons. In 
the United States, for instance, in the period 
1931-56, there were 460 cases, including 12 
deaths, of psittacosis acquired from turkeys, 
whilst in the same period in Czechoslovakia 
there were 139 cases, with one death, acquired 
from ducks. So far as is known the infection 
has not been contracted through eating infected 
poultry. The danger of infection in market 
poultry lies in the eviscerating, and it is con- 
sidered possible that the infection could be con- 
tracted during the dressing of a frozen bird. 
For human psittacosis, chlortetracycline and 
tetracycline are the antibiotics of choice, pro- 
vided treatment is started with large doses (2 g. 
daily) and continued for a long enough period. 
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‘ascular Surgery. By GezA DE TAKATS, 
M.D., M.S., F.A.C.S. Philadelphia and 
London: W. B. Saunders Co., 1959. 
Pp. ix and 726. Figures 382. Price 
{6 2s. 6d. 

luz name of de Takats has for many years 
en well known among surgeons with an 
nterest in vascular surgery and it is a pleasure 
lo see a publication based on his wide experience 
h the North-Western University and _ the 
University of Illinois. The book is divided into 
bur parts. The first relates to the physiology of 
he peripheral circulation and it is gratifying to 
ote in an American text so many references to 
he classical British studies of Lewis, Pickering, 
frant and Barcroft. British opinion, however, 
vould not agree with the statement on page 23 
hat the return of sweating after lumbar sym- 
athectomy is unusual. There follows a section 
n diagnostic methods which is admirably 
lesigned and would be very helpful to a surgeon 
leveloping an interest in this field. The main 
tody of the book is contained in part three in 
rhich the congenital and acquired disorders of 
he peripheral circulation are discussed in great 
tail. There are many fine illustrations derived 
tom the writer’s own wide experience and many 
records of original observations. The final section 
relates to surgical procedures and, as is the 
hshion nowadays, consists largely of illustrations 
hany of which are well designed and helpful. 
In general, the book is well written with a 
tyle agreeably free from professional clichés. 
rhe content and form are admirable and bear 
yitness to the great experience and authority of 
he author. The book may be thoroughly recom- 
mnended to postgraduates aiming at a knowledge 
f modern cardiovascular surgery and to general 
lurgeons who wish to consult from time to time 
n authoritative source for practical guidance. 


Staphylococcus Pyogenes and Its Relation 
to Disease. By STEPHEN D. ELEK, M.D., 
D.Sc., PH.D., D.P.H. Edinburgh: E. & S. 
Livingstone Ltd., 1959. Pp. vii and 767. 
Figures 44. Price 84s. 

T is one of the paradoxes of modern medicine 
hat the use of a therapeutically effective drug 
ould have led to the emergence of what is for 
ll practical purposes a new specific infectious 
isease, namely infection with the penicillin- 
sistant ‘hospital’ staphylococci. Whilst isola- 
ton hospitals are being closed or diverted to 
ther uses in medical institutions, this infection 
his become a major clinical and epidemiological 
Problem for which isolation facilities are rightly 
being demanded. Professor Elek’s book thus 
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REVIEWS OF BOOKS 


appears at a very opportune time. With 
references drawn from a wide variety of 
specialized journals he reviews the history, mor- 
phology, chemistry and relation to human 
disease. Antibiotic sensitivity and resistance 
are the subject of full discussion as are the 
more clinical aspects of cross-infection. The still 
baffling problems of virulence for man and the 
immunity mechanisms are closely analysed and 
restated. As a reference book this monograph 
should be of real value to workers in clinical and 
public health laboratories. As a stimulating 
review of the pathogenesis of the most important 
hospital infection at the present time it contains 
much to interest the clinician and hospital 
administrator. 


Urology in General Practice. By FRANK 
CoLEMAN HAMM, M.D., M.S., F.A.C.S., 
and SIDNEY R. WEINBERG, M.D., F.A.C.S. 
Philadelphia: J. B. Lippincott Co., 1958; 
London: Pitman Medical Publishing Co. 
Ltd., 1959. Pp. vii and 293. Figures 259. 
Price 48s. 

Tuis book, which has been developed from a 

collection of lecture notes at the University of 

New York, is an attempt to correlate the 

anatomy and physiology of the renal tract with 

an understanding of the pathological processes 
which occur there. It succeeds admirably. The 
clinical pictures described make sense, and 
learning is therefore made easier. The authors 
have studiously avoided controversy as the book 
is intended primarily for students; they have 
omitted operative techniques and have compen- 
sated for lack of gross detail by giving a really 
comprehensive and up-to-date bibliography at 
the end of each chapter. Herein lies its main 
value to the more advanced student and in- 
structor. In a book of this nature, some British 
teachers would perhaps lay less emphasis upon 
some of the rarer subjects and give more time 
to the commoner conditions. For example, 
tumours of the female urethra occupy as much 
space as epididymitis. The chapters on pyelo- 
nephritis, calculous disease and the suprarenals 
are outstanding. The authors are to be con- 

gratulated on their valuable contribution to a 

subject so often neglected by the student. 


The Care of the Geriatric Patient. Edited by 
E. V. Cownry, Px.D., Sc.D. St. Louis: 
The C. V. Mosby Co., 1958; London: 
Henry Kimpton, 1959. Pp. 438. Price 
6os. 

Tus is a thoughtful book, including in its 

scope every aspect of geriatric care, medical, 
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administrative and social. Apart from Dr. J. H. 
Sheldon, of Wolverhampton, the contributors 
ate all American. Two of its characteristics are 
its soundness and comprehensiveness. Many 
problems of an ageing population are common 
to Americans and ourselves, and even when 
certain chapters relate specially to social con- 
ditions not found in Britain, the basic approach 
remains of interest. The attitude of the con- 
tributors is stimulating and optimistic, and any 
disagreement we might have is likely to be on 
technical details rather than on general prin- 
ciples. The book is well-documented, with 
numerous references to British authorities. It 
should be studied, not only by geriatric 
physicians, but by consultants in all depart- 
ments, general practitioners and members of 
Regional Hospital Boards, all of whom are 
bound to learn something of value from nearly 
every chapter. 


Epilepsy Handbook. By Freperic A. 
GIBBs, M.D., and FREDERICK W. STAMPS, 
M.D. Springfield, Illinois: Charles C 
Thomas; Oxford: Blackwell Scientific 
Publications, 1958. Pp. ix and 1o1. 
Price 36s. 

THis is a practical little book for the family 
doctor by two physicians wholly concerned with 
epilepsy from the clinical and electroencephalo- 
graphic viewpoints. It is direct, short, and 
sensible, and is so concise that several of the 
chapters are of only two or three dozen short 
lines, which may be what the family doctor 
wants. By far the longest is on medical treatment, 
and this is a most useful guide, but by contrast 
the account of the management of the patient is 
inadequate. Although the book is useful, it 
really is a tiny one and might more profitably 
have been published as a thin paper-back, but 
elegantly printed in America with more paper 
than text its price in England is unrealistic. 


Aviation Medicine. Edited by CLaytTon S. 
Waite, W. Ranpo_pu Love ace II and 
Freperic G. Hirscu. London and New 
York: Pergamon Press Ltd., 1958. 
Pp. vii and 305. Illustrated. Price 7os. 

THE articles in this book, by a variety of authors, 

fourteen in all, each an expert in his particular 

sphere, describe how modern instrumentation 
has aided the recording of parameters of flight. 

Thus, spirometry by well-known methods is 

described, together with the difficulties of the 

indirect method. The results which can be 
obtained with high speed photography ranging 
from 8 to 80 frames per second in the case of 
intermittent camera mechanisms and up to 

10,000 frames per second on continuous film 

cameras are outlined, the higher speeds requiring 
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high intensity illumination with powered s'roby 
scopes. The possible toxicity of ozone is di@pP® book 
cussed with particular reference to its concentr mb 
tions in high-altitude aircraft, its effects or. maidély_§ 
and methods for its elimination. Techniqug used 
for measuring the degree to which acute anoxge™ 2 
causes a rise in serum chloride and also a rise igeP*Y 
PH are described, prolonged anoxia leading to§ndystri 
marked increase in sodium, potassium an Harv 
chloride excretion. Significant changes in th and | 
regulation of water and electrolyte balancg 
under conditions of stress and their relation 1j 
hormonal control are discussed. The dangers «g ~° ( 
radiation are outlined together with their def 337: 
finition and instrumentation. If proper clothing} HIS 'S | 
equipment and environmental conditions are qrevent 
be obtained for aviators, proper temperaturgtitten 
measuring techniques are necessary and some offhile se 
these are described. Phey kn 
This book represents much excellent backgom fac 
ground work. In particular, Dr. Howarth'garee pa 
chapter on ‘Dosimetry of Ionizing Radiationsprevent! 
and Dr. Reif’s on ‘Aerosols’ stand out as bei 


D.P.H 
















larly so in view of recent knowledge on thqor €Xal 
radiation belt in the upper atmosphere. es the 


The Chemical Prevention of Cardiac Ne 
roses. By Hans SELYE, M.D., PH.D., DSc 
New York: The Ronald Press Co., 1958 
Pp. ix and 235. Figures 24. Price $7.sophen tt 

THIs is not an easy book to read. It deals wit 

necrosis of heart muscle, varying in ext 

from microscopic to massive, produced by 
wide variety of agents. A great part of the 
deals with the experimental production und 
closely controlled conditions of such myocardial an 
lesions in rats, of which some 30,000 have beemp4S bee 

used for this purpose, and takes up a congre 0 

siderable proportion of the text. Conspicing 

among the agents tested are certain of t hapter 
adrenal corticosteroids. Parallel studies dgfe sul 

vitamin D and its analogues are reported anf of the F 

the literature relating to necrosis produced bg’et me 

a wide variety of other substances is reviewed This 

The influence of ‘stress’ on the development place 1 

of lesions under various experimental con Adustr 

ditions has naturally been studied. polidly- 
There are many sections of particular interest many 
to the clinical cardiologist. For example, the t 
discussion of the group of myopathies genericgp>OUt | 
ally labelled ‘Fiedler’s myocarditis’; th hey ar 
relation of digitalis action to alterations E[yteyy, 
potassium level in cells and blood; and th Wo: 
discussion of the relation of massive necrosis 

experimentally produced by stress and electro P "4 

lytes, to the numerous and puzzling clini 

cases of ‘myocardial infarction’ in which 
coronary occlusion can be demonstrated 
necropsy. In this, as in many other parts ¢ 











d stroby 
le is dig 
oncen 


he book, the author has done a service in 
ksembling experimental data and case reports 
idely scattered in the literature, and has 
chniqug peused attention on intriguing underlying 
te anoxgette’ations. Altogether .it is a book which will 
‘Repay study and provoke thought. 


industrial Health Technology. By Bryan 


On 








S ial HARVEY, M.A., M.Sc.,  ASSOc.I.MECH.E., 
Seited and ROBERT MurRRAY, B.Sc., M.B., CH.B., 
ation  D-P-H-» D.I.H. London: Butterworth & 
ingers qf CO. (Publishers) Ltd., 1958. Pp. xiii and 
heir def 337- Figures 78. Price 45s. 

clothino§ HIS is a practical handbook of the causes and 


ns are tprevention of industrial disease which has been 
peratugtitten jointly by an engineer and a doctor 
some ophile serving as H.M. Inspectors of Factories. 
they know therefore what they are talking about 
1t back§rom factory floor experience. It is divided into 
owarth’ hree parts: the causes of industrial disease, the 
diationsprevention of industrial disease, and the comfort 
as beingf the worker. It is profusely, if a little un- 
particugelectively, illustrated on good-quality paper. 
on thor example, the reviewer enjoyed looking at no 
tss than nine half-tone photographs of a 
harming lady in a bathing dress being artificially 
ic Nec rspired by the Holger-Nielsen method. Why 
it that it is only such elegant people who need 
his form of treatment in the instruction books, 
rhen the practical situation usually involves a 
ickset, unconscious man in greasy overalls in 
inaccessible position in a bad light? There is 
adequate index and also a useful glossary of 
emical terms. Part II, on the prevention of 
1 undegadustrial disease, is particularly useful and 
ocardigmteresting, and tills a part of the field which 
ve beegas been relatively neglected in the larger and 
a congore medical books on this subject. In this 
ricuougection there are to be found, amongst others, 
of thphapters on the substitution of dangerous by 
lies op2fe substances in industry, on the segregation 
ed anfpf the process from the worker, upon the use of 
ced bavet methods, and personal protection. 

viewed This is an interesting book and well worth a 
ail blace upon the shelves of doctors who hold 
1 cong2dustrial appointments. Not to be read through 
bolidly—which is the treatment meted out by so 
‘nteresmany to a technical book—but to be turned 
le, thgpver, the ideas absorbed, and to be consulted 
enericge>out unfamiliar substances or processes when 
.  thaphey arise, 


ons pnternational Standards for Drinking Water. 















“* World Health Organization. London: 
tectrog H.M. Stationery Office, 1958. Pp. 152. 


slini Price 20S. 

ch ngtHis book is the end-result of a number of 

ed @egional and international conferences called 

its dey the World Health Organization to discuss 
e bacteriological, chemical and _ biological 
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standards necessary for the provision of a safe, 
palatable drinking water. It gives guidance on 
many aspects of this problem, including such 
things as methods and frequency of sampling. 
The book does not pretend to be the final 
word but contains most of what is known at 
present about the subject it covers and is 
backed by an impressive list of world-famous 
experts. It should prove to be a most valuable 
reference book for those called upon to deal 
with water supplies in many parts of the world. 


Radioactive Isotopes in Clinical Practice. 
By Epirnx H. Quimpy, sc.D., SERGEI 
FEITELBERG, M.D., and SOLOMON SILVER, 
M.D. London: Henry Kimpton, 1958. 
Pp. 451. Figures 97. Price 75s. 

Tuis volume, from the Mount Sinai Hospital, 
New York, is based upon the ‘four-week, full- 
time comprehensive course in clinical uses of 
radioactive isotopes’ which is given there twice a 
year. The opening 130 pages are devoted to 
‘basic physics’ and this is followed by just over 
120 pages on ‘instrumentation and laboratory 
methods’. The remainder is devoted to ‘clinical 
applications’. It provides an admirable review 
of the subject which, while not comprehensive 
enough for those who are now specializing in 
this new branch of medicine, provides a sound 
basis for those clinicians who wish to take an 
intelligent interest in the subject. 


Re-education of the Injured Shoulder. By 
R. BaRRIE BROOKES, F.C.S.P. Edinburgh: 
E. & S. Livingstone Ltd., 1959. Pp. viii 
and 114. Figures 59. Price 12s. 6d. 

Tuis excellent monograph, by a physiotherapist, 

on the treatment of shoulder injuries is based 

on a series of 779 patients treated in the physio- 
therapy department of the Birmingham Accident 

Hospital. The author points out that most 

information regarding treatment of the injured 

shoulder has been written from the viewpoint 
of the surgeon whilst the details of conservative 
treatment are often left to the initiative of the 
physiotherapist. Quite rightly he stresses the 
value of active movement at the earliest possible 
moment and he abjures rest and particularly 
the use of the abduction splint. He feels that 
heat, short-wave and massage have only limited 
scope. In a detailed valuable analysis of the 
treatment of various shoulder lesions, the results 
of 192 dislocations of the shoulder treated by 
early movement are most interesting. From 

a study of 112 patients followed up for two to 

four years there is no evidence that early 

movement predisposes to redislocation. 

The author is to be congratulated on a well- 
balanced work. It is well illustrated and of great 
practical value to doctors and physiotherapists 
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alike as it discusses in detail diagnosis and the 
manner in which the excellent results have been 
achieved. 


The Rewards of Medicine. By HuGH BarBeEr, 
M.D., F.R.C.P. London: H. K. Lewis & 
Co. Ltd., 1959. Pp. vi and 140. Price 15s. 

Tuis delightful collection of essays by one of the 
doyens of the profession is a joy to read. With 
two exceptions, they have all been published 
previously in either The Practitioner or Guy’s 
Hospital Gazette, but they are well worthy of 
republication in book form. Dr. Barber is one 
of the fortunate few who have the gift of dis- 
tilling wisdom from the fruit of experience. In 
these essays he dispenses this wisdom with a 
felicity of phrase which few members of the 
profession can emulate. In these days when the 
art of medicine is rapidly being driven into the 
limbo of history by the gauche asperities of the 
clinical scientist, a book such as this is more 
essential than ever. The old order is changing 
but it is not too late to salvage some of the 
wisdom of the great practitioners of the healing 
art. Much of this wisdom will be found within 
these pages, and the wise young men and women 
of medicine will be well advised to study this 
book, for in it they will find those essentials of 
the practice of medicine which the modern 
medical curriculum so carefully eschews. 


NEW EDITIONS 

Practical Obstetric Problems, by Ian Donald, 
M.B.E., M.D., F.R.C.0.G., second edition (Lloyd- 
Luke (Medical Books) Ltd., 55s.).—The 
popularity of this book is already fully estab- 
lished. In the preface to the second edition the 
author states that he was surprised to find how 
obstetric knowledge had advanced in four years. 
The dangers of general anesthesia in forceps 
delivery, the treatment of anuria, the use of the 
pitocin drip and the question of radiation hazards 
are but a few of the changes which are very 
adequately discussed. The complete text has 
been revised and brought up to date by the 
author and his colleagues, and the book must 
prove to be a most useful addition to the book- 
shelves of aspiring and trained obstetricians. 


A Textbook of Surgery, by Patrick Kiely, M.p. 
M.CH.(N.U.1.), F.R.C.S., second edition (H. K. 
Lewis & Co. Ltd., 63s.).—Students and prac- 
titioners of surgery owe a debt of gratitude to the 
writers of comprehensive works, of which this 
textbook is a good example. Professor Kiely has 
covered almost the whole field of general and 
special surgery in a book which takes the form 
of expanded and illustrated lecture notes. It 
will therefore be especially useful to students of 
University College, Cork, as a companion in the 
wards and laboratories and a reference book in 
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later days. One of the defects inherent in a bo 
of lecture-note form is that the personality anj 
enthusiasm of the lecturer are rarely carried by 
the printed word. Lists of causes, signs, symp. 
toms and complications tend to be monotonoy 
but they can be brought to life by colourfy 
narrative, lively explanation of principles and 
ample illustrations of excellent quality. Professoy 
Kiely’s textbook, so full of information, so com. 
prehensive, suffers from the defect almost in. 
separable from its form; but it is nevertheless q 
most useful book. 


Textbook of Physiology and Biochemistry, by 
George H. Bell, M.p., F.R.F.P.S.G., J. Norma 
Davidson, M.D., D.Sc., F.R.F.P.S.G., F.R.L.C., and 
Harold Scarborough, PH.D., F.R.C.P.ED., M.R.C.?, 
(E. & S. Livingstone Ltd., 63s.).—The appear. 
ance of a fourth edition testifies to the continued 
popularity of what is now an established text. 
book. The occasion is further marked by the 
simultaneous publication of Spanish and Italian 
versions. The general plan of the work remains 
the same; the mere fact that the whole is 
shorter by some pages than the previous edition 
is evidence of careful and thoughtful revision. 
One notes with satisfaction the reference to the 
Y system in the control of muscular movement; 
the introduction of the concept of maximum 
voluntary ventilation will be welcomed as bring- 
ing the book more into line with present-day 
clinical ideas on respiratory efficiency. The 
book can be recommended with confidence. 


Bacterial and Mycotic Infections of Man, edited 
by René J. Dubos, px.D., in its third edition 
(Pitman Medical Publishing Co. Ltd., 63s.) has 
been almost entirely rewritten. With the aid of 
37 contributors Dr. Dubos has produced 4 
textbook of medical microbiology which sum- 
marizes and correlates all the known relevant 
data. With our increasing knowledge, the host- 
parasite relationship is becoming a much mor 
complex affair than seemed to be the case in 
those pioneering days at the turn of the century 
when new bacteria were being discovered almos 
every day. This volume provides an admirable 
review of our present knowledge of this fas- 
cinatingly complex subject. This is not the place 
for detailed criticism, but it is difficult to 
understand why the Mycobacterium leprae is 
dismissed in one page, whilst practically thirty 
are devoted to M. tuberculosis. 





The contents of the June issue, which will conti 
a symposium on ‘Malignant Disease,’ will be found 
on page A122 at the end of the advertisement section 





Notes and Preparations see page 655. 
Notes from the Continent see page 659. 
Fifty Years Ago see page 661. 

——-. Notes sce page A 97. 

Travel Notes see page A 101. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 

‘CaLPoL’ tablets each contain 0.5 g. of para- 
cetamol and are intended for the relief of rheu- 
matic pains, headaches, dysmenorrhea, coryza, 
‘influenzal states’, tonsillitis and ‘other pyrexial 
conditions’. They are said to be especially suit- 
able for children and ‘can safely be given to 
dyspeptics and peptic ulcer patients’. Issued in 
containers of 50 and 500. (Calmic Ltd., Crewe, 
Cheshire.) 


‘CoRTUCID’ is a water-miscible, fluid cream, 
each tube of which contains ‘albucid’ (sulpha- 
cetamide sodium) 10%, and hydrocortisone 
acetate 0.5%, and is said to give prompt relief 
in inflammatory conditions of the eye ‘whilst 
protecting the eye against increased risk of 
infection associated with the use of hydro- 
cortisone’. As the cream drops readily from the 
tube the nozzle does not touch the eye, thus 
avoiding contamination of the contents of the 
tube. Issued in tubes containing 3 g. (British 
Schering Ltd., Macclesfield Road, Hazel Grove, 
Stockport, Cheshire.) 


‘DECASERPYL’ tablets each contain 5 mg. of 
10-methoxy-deserpidine, an isomer of reserpine, 
which is stated to have the full hypotensive 
action of reserpine without the side-effects of 
nausea and drowsiness often associated with 
hypotensive drugs. Issued in bottles of 20 ard 
100. (Roussel Laboratories Ltd., 847 Harrow 
Road, London, N.W.10.) 


‘DUROPHET’ capsules each contain one part of 
levo-amphetamine and three parts of dextro- 
amphetamine, bonded to an ion-exchange resin, 
and a single daily dose is said to produce effec- 
tive appetite control for from ten to fourteen 
hours. The slow release of the drug is said to 
reduce the possibility of toxic reactions even in 
patients who are sensitive to amphetamine. 
Issued in containers of 30 and 300, in three 
strengths: 7.5 mg. (white), 12.5 mg. (black and 
white) and 20 mg. (black). (Riker Laboratories 
Ltd., Loughborough, Leicestershire.) 


‘FuLcIN’ tablets each contain 250 mg. of griseo- 
fulvin, a new antibiotic which has proved 
‘highly effective when given by the mouth as a 
systemic treatment for dermatophytic infections, 





contain 
e found 
sect 





particularly those of the skin, hair and nails 
which do not respond to topical medication’. 
Among the conditions which respond readily to 
this form of treatment is that due to Tricho- 
phyton rubrum. Side-effects ‘have been mild and 
transient? but it is desirable for patients 
undergoing prolonged or repeated therapy 


to be under regular and careful supervision. 
Available as scored tablets in containers of 100 
and 1000. (Imperial Chemical Industries Ltd., 
Pharmaceuticals Division, Wilmslow, Cheshire.) 


‘GRISOVIN’ tablets each contain 250 mg. of the 
new antibiotic, griseofulvin, the outstanding 
feature of which is that it is ‘remarkably effec- 
tive when administered orally in dermatophytic 
infections which have hitherto been difficult to 
eradicate, particularly those due to Trichophyton 
rubrum in which results ‘are as good in cases of 
many years’ duration as in infections of recent 
origin’. Side-effects have been minor and tran- 
sient but careful supervision is advised in those 
cases in which prolonged treatment is necessary. 
Available as uncoated, scored tablets, in bottles 
of 100 and 1000. (Glaxo Laboratories Ltd., 
Greenford, Middlesex.) 


‘HypDRENOx’ tablets each contain 50 mg. of 
hydroflumethiazide, which is an oral diuretic 
‘at least ten times as potent as chlorothiazide’. 
They are said to be fully effective when given 
orally and to be suitable for both initial and 
maintenance treatment in all cases of fluid 
retention including cardiac and renal cedema 
‘irrespective of their severity’. Issued in bottles 
of 100 and 500. (Boots Pure Drug Co. Ltd., 
Station Street, Nottingham.) 


“NACLEx’ tablets each contain 50 mg. of the oral 
diuretic hydroflumethiazide, which has ‘a wide 
range of usage in conditions of all degrees of 
severity’ and ‘is much more active than chloro- 
thiazide’. Its powerful diuretic effect is achieved 
by inhibiting renal reabsorption of water and 
salt and promoting excretion of sodium and 
chloride ions in correct proportion. Issued in 
bottles of 25, 100 and 500. (Glaxo Laboratories 
Ltd., Greenford, Middlesex.) 


‘PASADE’ adegrate granules contain the equiva- 
lent of 96.4% sodium PAS (sodium amino- 
salicylate B.P.), ‘intimately mixed’ with a low- 
melting-point fat which protects the stomach 
mucosa against irritation in the treatment of 
tuberculosis. They have been specifically de- 
signed to ‘render sodium PAS more acceptable 
to patients’. Packed in polythene-lined tins con- 
taining 500 and 1000 g. (Smith & Nephew 
Ltd., Bessemer Road, Welwyn Garden City, 
Herts.) 


*“VANCOCIN’ ampoules contain 0.5 g. of vanco- 
mycin for intravenous use in the treatment of 
staphylococcal, streptococcal and pneumococcal 
infections ‘in those cases which do not respond 
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to other antibiotics’. Supplies are at present 
restricted to hospitals, and careful supervision 
of the patient is necessary. Supplied in 10-ml. 
ampoules. (Eli Lilly & Co. Ltd., Basingstoke, 
Hants.) 


PHARMACEUTICAL NOTES 
Gxaxo LaporaTorigs LTp. announce the intro- 
duction of ‘crystapen V suspensions’ of phen- 
oxymethylpenicillin, which will be available in 
60-ml. bottles containing 62.5 mg. or 125 mg. 
as the calcium salt in each 5-ml. dose. ‘Crysta- 
pen V oral liquid’ will now be discontinued. 
(Greenford, Middlesex.) 


KIMBERLEY-CLARK LTD. announce the intro- 
duction of ‘hi-dri super’, a white paper towel 
which has ‘an abnormally fast absorbency rate 
and still contains the same high degree of wet 
strength as hitherto’. This will be available both 
in roll form and as an individual towel and will 
replace what was known as the ‘industrial’ 
towel, at no extra cost. (Larkfield, Maidstone, 
Kent.) 


Ext Litty & Co. Lrp. announce that their 
‘v-CIL-k’ range of penicillin V (phenoxy- 
methylpenicillin) potassium products now in- 
cludes ‘pulvules’ which are available as pink 
capsules of 125 mg. and 250 mg. (Basingstoke, 
Hants.) 


SmitH & NEPHEW LTD. announce the intro- 
duction of ‘elastoplast’ pocket strips which are 
individually wrapped sterilized first-aid dress- 
ings (for carrying about in pocket or handbag). 
Issued in cartons of 9. (Bessemer Road, Welwyn 


Garden City, Herts.) 


WILuiiaM R. Warner LD. announce that their 
pecazine preparation ‘pacatal’ is now available 
in the form of an elixir, in bottles of 4 fluid 
ounces. (Eastleigh, Hants.) 


FILM NEWS 

Dynamics of Alcoholism (16 mm., colour, sound; 
running time 35 minutes) is intended to show 
general practitioners that the problem of the 
alcoholic can be scientifically studied and that 
the abuse of alcohol in society is associated with 
abnormal conditions of the body and the mind. 
The film was made in the clinic of Professor 
Hans Hoff in Vienna, and the consultants in- 
cluded Dr. E. Beresford Davies and Dr. H. A. J. 
Pullar-Strecker. Available on free loan upon 
application to Pfizer Ltd., 137-139 Sandgate 
Road, Folkestone, Kent. 


The Thirteenth Congress of the International 
Scientific Film Association will be held in 
London and Oxford from September 23 to 
October 2, 1959. This year it is expected that 
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over 200 films covering research, medicine, 
education and popular science subjects wil be 
screened during the congress and its accom- 
panying festival, and the award-winning [films 
will be shown at the National Film Theatre on 
October 2. Full details may be obtained from 
the Association’s office at 3 Belgrave Square, 
London, S.W.1. 


FORTHCOMING COURSE 

Cours de Perfectionnement pour Médicins E tran. 
gers, to be organized by the Faculty of Medicine 
of the University of Paris, is intended for 
qualified doctors and final-year students who 
wish to perfect their knowledge of recent theo- 
retical and practical progress in the various 
branches of medicine in France. Applications 
must be received before June 1, 1959, and full 
details may be obtained from the Secrétariat de 
la Faculté de Médicine, rue de l’Ecole de 
Meédicine, Paris 6¢, France. 


HUNTERIAN SOCIETY’S GOLD MEDAL 

ESSAY COMPETITION 
THE subject for the Hunterian Society’s gold 
medal essay competition for 1959 is “The Use 
and Abuse of Sedatives’. The competition is 
open to all general practitioners resident within 
the British Commonwealth, and further details 
may be obtained from the Honorary Secretary, 
Mr. George Qvist, 72 Harley Street, London, 
W.1. 


THE PHARMACEUTICAL SOCIETY 
Pharmaceutical Aspects of Dermatological Treat- 
ment will be the subject of an address to be 
given by Mr. N. J. Van Abbe, F.pP.s., at a 
Scientific Meeting organized by the Pharma- 
ceutical Society of Great Britain which will be 
held at 7.30 p.m. on Tuesday, May 12, 1959, 
at 17 Bloomsbury Square, London, W.C.1. A 
discussion will follow the address and the chair 
will be taken by Professor E. Shotton, B.sc., 
PH.D., F.P.S., F.R.I.C. 


MARRIAGE AND DIVORCE 
IN 1957 there were 26,439 marriages (out of a 
total of 346,903) where both bride and bride- 
groom were under 21; in these, 12 of the men 
and 41 of the women had been married before. 
The favourite month for marriage was March 
(76,244) and the least popular was May (12,150). 
The divorce rate, as assessed by the number of 
decrees made absolute, was 2 per 1000 of the 
married population. Whilst more decrees on the 
grounds of adultery were granted to the husband 
(5,617, compared with 4,520 to the wife), the 
reverse held true of decrees for cruelty, of which 
2,781 were granted to the wife and 204 to the 
husband. Divorce rates were twice as high for 
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women married before their 20th birthday as for 
those aged 20 to 24 at marriage, and gradually 
declined with rising marriage age. During 1957 
the births of 2,511 persons, who had been born 
illegitimate and subsequently ‘legitimated’ by 
the marriage of their parents, were re-registered 
in legitimate form. 


EXPECTATION OF WORKING LIFE 
BETWEEN 1931 and 1955 the expectation of 
working life at birth rose from 40.6 years to 
45.6 years—an increase of 12.5%. In reporting 
this, the Ministry of Labour points out that the 
rise is due entirely to the reduction in mortality 
rate which greatly outweighed the effect of the 
raising of the school-leaving age and of the 
movement towards earlier retirement. 


FLUORIDATION AND DENTAL CARIES 
In the town of Norway, Maine, where the water 
supply has been fluoridated since 1952, between 
1952 and 1957 the average numbers of decayed, 
missing and filled permanent teeth were reduced 
by more than a half among the children aged 6 
to 9 years, by more than a quarter among those 
aged 10 to 12 years, and by about a tenth among 
those aged 13 and 14 years. During the same 
period the percentage of children, aged 6 to 9 
years, who were entirely free of dental decay in 
permanent teeth was more than doubled. In 
reporting these facts, A. H. Garcelon (New 
Engl. ¥. Med., 1959, 260, 127) points out that 
the differences in rates are all statistically sig- 
nificant. The differences in the decay rates, for 
instance, could have occurred by chance alone 
less than once in 10 million random samples. 


ANEMIC ARMY RECRUITS 

AN analysis of the hemoglobin levels of 732 
soldiers sent to the Eastern Command Physical 
Training School revealed a mean hemoglobin 
value of 93% (13.8 g. %), with extremes of 55 
to 117% (8.2 to 17.4 g. %). Twelve men had 
values below 11.1 g. %, and 103 (14% of the 
total) had values below 12.6 g. %. In reporting 
these findings, P. R. Holt (¥. Roy. Army med. 
Chs, 1959, 105, 13) points out that all these men 
had been given a full medical examination either 
by civilian or by service medical boards before, 
and on, entry to the Army and had been passed 
as fit. The vast majority of them consisted of 
recruits in their first six weeks of training who 
were considered likely to benefit from an inten- 
sive physical development course. Most of them 
were either under- or over-weight. 


DIRECTORS’ DISEASES 
THE setting up of a medical research unit by the 
Institute of Directors last September has 
focused attention on a problem which is causing 
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increasing concern to big business in this 
country—the effect of the stress of modern con- 
ditions on the health of senior business execu- 
tives. In a recent review The Financial Times 
has noted some of the measures being taken to 
deal with this problem. Some eight years ago a 
scheme was started at the London Clinic, 
whereby executives from some 40 companies 
undergo a full clinical, radiographic and electro- 
cardiographic examination at a cost of about 15 
guineas. The industrial health centre at Harlow 
New Town has a scheme for the biennial 
examination of senior managers. This is financed 
by contributions from about 40 member com- 
panies. Perhaps the most interesting develop- 
ment is the attempt of certain Midland indus- 
trialists to arrange for Ruthin Castle, in North 
Wales, to be taken over as a rest-house for tired 
executives under medical supervision. 


A NUTRITIONAL NOTE 

‘MILK is all right for little cows and maybe for 
little people—but not for older people . . . I’d 
rather see these people drink liquor than milk’. 
So the Californian Medical Association was in- 
formed recently by an orthopedic surgeon. His 
thesis was that as we grow older we have less 
use for the calcium provided by milk, and that 
many adults have an excess of calcium which 
could prove harmful. 


DUODENAL ULCER IN KENYA 
HITHERTO regarded as a rare condition among 
Africans, reports indicate that duodenal ulcer is 
now occurring with increasing frequency in East 
Africa. Ashfaq Alam Khan (E. Afr. med. 7., 
1958, 35, 679), for instance, gives details of 28 
proven cases of duodenal ulcer amongst Africans 
admitted to the King George VI Hospital, 
Nairobi, in the period August 1957 to May 1958. 
The period of residence in Nairobi for most of 
the patients was two to five years but two of 
them came straight from the Reserves and had 
never before been in the city. All social groups 
were involved—teachers, drivers and houseboys; 
some were illiterate whilst others had higher 
education. It is suggested that this ‘sharp rise’ 
in the incidence of duodenal ulcer is associated 
with the unsettled conditions following the 
Mau Mau menace. A further etiological factor 
is considered to be the stresses and strains to 
which the African is exposed on moving from 
the traditicnal life of the Reserves to a new mode 
of life in urban areas. 


EGG-SHELL FOR AN/EMIA IN 
CHILDREN 
ACCORDING to a report in Therapia Hungarica 
(1958, 6, 30), Hungarian workers have found 
egg-shell of value in the treatment of anemia in 
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children. Raw egg-shells were ground in a 
coffee mill and given by mouth to 30 children. 
After six weeks of treatment the red cell count 
increased significantly, compared with a control 
group of 20 untreated children. Higher doses 
—1 g. of powdered egg-shell thrice daily— 
produced even better results. 


PUBLICATIONS 

The Medical Directory 1959.—The 115th annual 
issue contains 91,206 names—an increase of 
nearly 3000 compared with the previous issue. 
An interesting innovation in this new issue is 
the inclusion in the list of abbreviations of 
F.C.G.P. (Fellow of the College of General 
Practitioners). The ‘Medical Directory’ has 
become so much an ‘institution’ that it is salu- 
tary—if terrifying—to consider now and again 
how lost the profession would be if it did not 
exist. The mere fact that its annual appearance 
is so much taken for granted is the greatest 
compliment it could be paid. (J. & A. Churchill 
Ltd., price 84s.) 


Current Therapy 1959, edited by H. F. Conn, 
M.D., is the tenth issue of what has come to 
be recognized as one of the best guides to prac- 
tical therapeutics. Always up to date, it yet 
maintains a reasonable balance between the old 
proven methods of treatment and the newer 
ones which are continually being introduced. 
The general practitioner will find it a most 
useful reference book. (W. B. Saunders Co. 
Ltd., price 84s.) 


The Change of Life, by M. E. Landau, M.D., 
F.R.C.S., is a Family Doctor booklet which sets 
out in simple language the ‘plain facts’ about 
the menopause. It gives helpful advice on how 
to cope with what to many women is a most 
difficult time of life, and should prove of great 
assistance in dispelling old-fashioned fears and 
supersititions. (British Medical Association, 
price Is.) 


Womanhood, by Margaret Moore White, M.D., 
F.R.C.S., F.R.C.0.G., has been written to help a 
woman to understand some of her problems 
as a young woman, wife, mother and as an elderly 
woman. In simple language and with clear 
illustrations the reader is taken through suc- 
cessive chapters from maturity to the climacteric, 
with explanations on menstruation, marriage, 
pregnancy and childbirth. Chapters are also 
devoted to abnormal pregnancy, gynecological 
disorders and gynzcological operations. It is 
pleasing to see that these last chapters have been 
written in such a way as to cause no alarm to 
the reader. (Delisle, price 10s.) 


Mental Breakdown has been written primarily 
for the families of patients who are suffering 
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from mental breakdown and tells them how they 
can assist both patient and doctor in such cases, 
(National Association for Mental Health, 
39 Queen Anne Street, London, W.1, price 
3s. 6d.) 


Dr. Squibb, by Laurence G. Blochman, is the 
biography of the founder of the well-known 
pharmaceutical company, E. R. Squibb & Sons, 
which has just celebrated its centenary. Born 
into an old Quaker family which had originally 
migrated to the United States with William 
Penn, Dr. Squibb was for long one of the most 
controversial figures in American medicine. 
A pharmacist, as well as a doctor, he fought a 
life-long struggle against adulteration of drugs. 
With an exceptionally high standard of business 
honesty himself—he never patented any of his 
own methods of manufacture—he kept up a 
running fight against that not inconsiderable 
section of the drug industry in those days 
whose one aim was amassing a maximum for- 
tune in a minimum of time. (Simon & 
Schuster, $5.00.) 


Cabbages and Things, by ‘Bon Viveur’, is the 
first of two volumes on vegetable cookery pro- 
duced by Housewife for the Gas Council. In 
addition to many recipes it contains a wealth of 
useful hints and includes some excellent colour 
plates. Written in a refreshingly forthright style 
it certainly fulfils its purpose ‘to focus the cook’s 
attention upon the tremendous increase in 
health, in looks and food standard which auto- 
matically accrues from the proper cooking of 
vegetables’. (Price 6s.) 


Blackwell Scientific Publications have now issued 
their 1959 catalogue of medical and scientific 
publications which contains nearly 1000 titles 
including those of Charles C Thomas. Avail- 
able upon application to Blackwell Scientific 
Publications Ltd., 20-25 Broad Street, Oxford. 


OFFICIAL PUBLICATION 
Health Services in Britain is the second edition 
of a pamphlet prepared by the Central Office 
of Information for the Overseas Information 
Services, and provides a comprehensive sum- 
mary of the development and present organiza- 
tion of the public health services and of the 
National Health Service, including chapters on 
the school health service, industrial health, 
medical research and professional training. 
Appendixes show the cost of the National 
Health Service and list addresses of Medical 
Research Council establishments, health de- 
partments and organizations, and official and 
other publications on the health services. (H.M. 
Stationery Office, price 3s. 6d.) 
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NOTES FROM THE CONTINENT 


A European Newsletter 


GERMANY 


Cadaver blood transfusion—In a review of 
Russian experience with the use of cadaver 
blood for transfusion, R. Schubert notes that 
blood must not be used for this purpose from 
alcoholics, patients who had carcinoma, those 
who have died from infectious diseases or 
poisoning, or any body in which there is damage 
to the skin. Suitable for this purpose are the 
bodies of those who have died from cardiac 
infarction, apoplexy, head injuries without 
external injury, and electric shock. The blood 
should be withdrawn within four to six hours of 
death, under strict aseptic conditions. The 
amount of blood obtainable from one cadaver 
ranges from one to four litres, the average being 
2 to 2.5 litres. It is withdrawn from the jugular 
vein. Because of the increased risk of infection, 
measures to hasten the withdrawal of blood, 
such as compression of the chest and the forcing 
of air into the peripheral blood vessels, must be 
avoided. The blood is examined bacteriologically 
before use. 


Arterial Prostheses.—Arterial prostheses are in 
no way inferior to arterial or venous homo- 
transplants, according to F. Lindner and W. 
Schmitz in a review of their own experimental 
and clinical experience, the latter including 
over 2000 cases. ‘They emphasize that the 
most important feature of an arterial prosthesis 
is its porosity. This should be such that there is 
no leakage of blood but connective tissue is able 
to grow into it. In this way an ‘intima’ is formed 
which provides a covering along the inner wall 
of the prosthesis. The plastic material they 
prefer is the seamless ‘dacron’ prosthesis 
recommended by de Bakey. In their experience 
the incidence of thrombosis is no higher with 
plastic transplants than with homotransplants. 


Cytology of ascitic cells—The importance of 
early examination of ascitic fluid withdrawn for 
cytological examination in suspected cases of 
malignant disease is emphasized by H. Zwicker. 
It has now been established that the longer the 
time between paracentesis and fixing of the 
specimen, the more marked become the de- 
generative changes in the cells—and particularly 
the malignant cells. For instance, after forty- 
eight hours it is only occasionally that malignant 
cells can be recognized, and after seventy-two 
hours they are for all practical purposes un- 


recognizable. It is therefore essential to prepare 
smears for microscopy as soon as possible after 
paracentesis. 


Insulin and insulin resistance.—According to G. 
Wrenshall, 200 units of insulin can be extracted 
from the normal, non-diabetic pancreas. As the 
average exogenous insulin requirement of pan- 
createctomized individuals is around 50 units, 
this means that a few days are necessary to 
deplete the pancreas of its normal insulin reserve. 
Wrenshall reports that the extractable insulin 
from the non-diabetic person increases five- or 
six-fold after the first year of life and reaches 
its maximum between the ages of 12 and 16. 
It remains at this level until about the age of 50, 
and then slowly and steadily decreases. It is 
claimed that the amount of insulin extractable 
from the pancreas differs in insulin-sensitive 
and insulin-resistant diabetes mellitus. In the 
latter condition the pancreas has a relatively high 
insulin content; there is adequate endogenous 
insulin, but for some reason or other the body 
is unable to utilize it. 

In an attempt to throw some light on the 
problem of insulin resistance, F. Scheiffarth has 
examined the sera of diabetic patients receiving 
insulin to discover whether or not they con- 
tained antibodies to insulin. His results show 
that 75% of the diabetics showed no agglutinins. 
Those diabetics in whom agglutinins were found 
also suffered from associated chronic diseases 
characterized by dysproteinemia. As similar 
agglutinins were found in non-diabetics with 
the same chronic diseases, the conclusion is 
reached that it is unlikely that there exists a 
specific antibody against insulin. 


Road casualties—The Federal traffic authority 
has announced that in the period, 1950-57, 
2,226,253 people were injured on the roads, and 
81,793 were killed. Material damage resulting 
from these accidents amounted to 2 milliard 
German Marks. 


Pharmaceuticals galore.-—According to a report 
published by the representative organization of 
German pharmacists, there are 2,600 firms in 
Western Germany which make drugs, or sell 
foreign preparations. The list of preparations 
now available totals 23,332. 
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ITALY 


Carcinoma of the lung.—In support of the thesis 
that smoking is an important factor in the 
causation of cancer of the lung, P. Bastai and 
G. Pescetti report that an increase in the in- 
cidence of cancer of the lung, comparable to 
that in Turin, has occurred in Venice. As the 
former is an industrial city, whilst Venice is 
non-industrial with a minimum of atmospheric 
pollution, they claim that this rules out atmo- 
spheric pollution as an important factor. In 
Italy, as elsewhere, the principal obstacle to an 
intensive campaign for the abolition of smoking 
is a fiscal and economic one. This, they contend, 
should be removed, and they recommend an 
increase in the tobacco tax and an effective 
propaganda campaign drawing the attention of 
the public to the dangers inherent in smoking 
—particularly cigarettes. 


A new corticosteroid—A new corticosteroid, 
dexamethasone, is said by T. Lucherini and his 
colleagues to have a marked anti-inflammatory 
action with a minimum of ‘side-effects’. It is 
seven times more potent than the delta-steroids 
and can therefore be given in correspondingly 
smaller dosage. Even after periods of three 
months’ administration they have encountered 
no evidence of salt retention, hypertension, 
peptic ulceration or mental disturbance. Meta- 
bolic studies have shown that dexamethasone 
possesses the biological properties of the cortico- 
steroids—depression of urinary excretion of 
17-ketosteroids and 17-hydroxycorticoids, and 
lowering of the number of circulating eosinophils 
—but without any effect on chlorides. With large 
doses there is an increased urinary nitrogenous 
excretion but practically no effect on glucose 
metabolism. 


Thorotrast mesothelioma.—A case of cirrhosis 
of the liver and mesothelioma of the peritoneum 
appearing eighteen years after the intravenous 
injection of thorotrast as a radio-contrast sub- 
stance is reported by A. Di Gennaro and M. 
Bassi. Radiological examination revealed the 
presence of thorium in the spleen, liver and 
pancreas. Histological examination of the liver 
and spleen showed degenerative changes in the 
cells, with a marked fibroblastic reaction in the 
liver justifying the description of cirrhosis. 
Examination of the peritoneum revealed the 
presence of a mesothelioma of the endothelioma 
variety. Radioactive measurements revealed 


strong activity in the spleen, but very little jn the 
neoplasm. 


Mesenteric angiography.—Mesenteric angio- 
graphy is of considerable diagnostic value, 
according to L. Imperati and G. A. Ricci, of 
the surgical clinic of Rome. In the first place it 
allows a precise diagnosis to be made as to the 
state of the arteries: e.g. aneurysm, thrombosis 
or embolism. Secondly, it reveals whether or 
not a satisfactory collateral circulation has been 
developed in cases of obstruction in the aorta 
or iliac arteries. In both these ways it is of 
help in deciding whether surgical interference 
is called for, what form it should take, and the 
likely prognosis. In addition it is of value in the 
diagnosis of ill-defined abdominal swellings. 
More rarely, it may be helpful in assessing the 
state of the arterial supply where extensive 
resection of the intestine is being considered. 
Details are given of how the procedure is 
carried out. 


A turbidity test of myocardial infarction —While 
working out a method for extracting various 
fractions of cholesterol, C.. Pandolfi and his 
colleagues encountered considerable difficulty in 
removing the cloudiness from samples of serum 
from patients with atherosclerosis. They there- 
fore decided to investigate the matter and, as a 
result, they have evolved a turbidity test which 
they claim is of value in the diagnosis of myo- 
cardial infarction. The results of the test, details 
of which are given in the original article, are 
expressed in turbidity units. In a series of 100 
normal subjects, aged 10 to 80 years, the results 
ranged from 1 to 4 units, and comparable results 
were obtained in a series of patients suffering 
from a variety of diseases, including one case 
of severe hepatic insufficiency without much 
bilirubinemia. In 11 cases of myocardial in- 
farction, three of lipoid nephrosis and four of 
jaundice the results ranged from 10 to 20 units, 
the majority lying between 13 and 16. As the 
increased turbidity in lipoid nephrosis and 
jaundice is accounted for by the increase in blood 
cholesterol, and the only other condition in 
which a raised turbidity was encountered was 
myocardial infarction, they conclude that the 
test is of value in the diagnosis of this condition. 
In confirmation of their claim they quote the case 
of the apparently normal man in whom the test 
was positive. A fortnight later the man developed 
a myocardial infarction which proved fatal. 





‘Notes from the Continent’ are produced in collaboration with the Editors of Bruxelles-Médical 
(Belgium), Le Concours Médical (France), Miinchener Medizinische Wochenschrift (Germany), 


and Minerva Medica (Italy). 
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THE PRACTITIONER 
fifty Bears Ago 


‘It is now somewhat out of fashion to describe family doctors as the spearhead or the backbone of 
the profession. Teamwork is the slogan . . . if the family doctor is to be a member of the team, he must 
bethe Brains of it and the Captain of it’.—G. F. Abercrombie: Fifth James Mackenzie Lecture,'1958. 


May 1909 


‘Notes by the Way’ this month begin with an 
editorial on “The General Practitioner’, which 
repays careful study today: ‘In medical practice, 
as in other matters, the march of progress is, 
as Herbert Spencer puts it, from ‘“‘indefinite 
incoherent homogeneity” to “definite coherent 
heterogeneity”; and there are not wanting 
pessimists who predict the elimination of the 


— . — - 
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James Rutherford Morison, M.B., F.R.C.S., LL.D., 
D.C.L. (1853-1939) 


general practitioner as the result of the working 
of this law of evolution. Certainly his position 
in the world tends to be altered by the rapid 
spread of medical knowledge. On the one hand, 
the layman is less ready than of old to credit 
doctors with omniscience, and has an increasing 
confidence in his own power to treat himself for 
such simple disorders as can be set right by a 
dose of cascara, . . . an abstemious diet, or a 
week at the seaside. On the other hand, there 
is infinitely more medicine to be known than 
of old . . . and the general practitioner, though 
as hard-worked as ever, has more difficulty in 
keeping himself abreast with the latest specu- 
lations and researches. . . . Though the general 


practitioner cannot be a specialist, as the word 
is understood at the hospitals, and in Harley 
Street, he may be a specialist in an important 
way of his own. He may be—indeed he must 
be a fool if he is not—a specialist in minor 
ailments; and he might be, far more often than 
he is, a specialist in preventive medicine—the 
respected guide as to the general health of his 
clientéle. . . . In the Army and Navy... the 
need for postgraduate study is recognized. 
Men are granted leave of absence in order that 
they may engage in it, their fees being paid, and 
their stipends continued. The necessity is not 
really any the less in the case of men engaged 
in private practice; and postgraduate courses 
are arranged at a great many of the hospitals 
for their benefit. Men, who are working in 
partnership, ought certainly to arrange with 
each other for occasional leave of absence, in 
order that they may avail themselves of these 
advantages. Solitary workers, of course, can but 
seldom quit their practices for such purposes 
. . . but even they need not lag too far behind 
contemporary knowledge. They have books and 
they have journals. Remembering what 
Gray said about the flowers born to blush un- 
seen, The Practitioner always welcomes, and 
often publishes, the experiences of those general 
practitioners who, like Ian Maclaren’s doctor of 
the old school, labour with love and self-denial, 
and with intelligent initiative and thought, in 
the interest of a remote and needy constituency’. 

Edmund Cautley, M.D., F.R.C.P., Physician 
to Belgrave Hospital for Children, concludes 
his article “The Use and Abuse of Proprietary 
Foods in Infant Feeding’: ‘Proprietary foods 
are not really necessary in ordinary circum- 
stances. They are, however, often of very great 
value, more especially the malted foods, pro- 
vided that they are used with discrimination as 
additions to the diet, and not as substitutes for 
cream or milk. Anyone acquainted with their 
composition, can clearly use them scientifically 
and advantageously, whereas ignorance is likely 
to lead to errors in selection and in quantity, 
and to fatal dietetic calamities. . . . The greater 
my experience in the feeding of infants is, the 
more rarely do I find it necessary to have re- 
course to these foods’. 

Rutherford Morison, F.R.C.S., Senior Sur- 


geon, Royal Victoria Infirmary, and Lecturer 
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in Surgery, Durham University College of 
Medicine, Newcastle upon Tyne, begins ‘A 
Contribution to the Surgery of Inguinal Hernia’: 
‘Statistics have proved that, by removal of the 
hernial sac and obliteration of the opening 
through which it came, a radical cure of hernia 
can be with certainty obtained in selected cases. 
Only the truss-makers doubt this, and their 
opinion is based upon an experience of opera- 
tions done before a satisfactory technique had 
been established’. James Rutherford Morison 
was born in 1853, studied medicine at Birming- 
ham and at Edinburgh, dressed for Joseph 
Lister at the Edinburgh Royal Infirmary, 
graduated M.B. in 1875, and passed the 
F.R.C.S.Ed. in 1879, and the F.R.C.S.Eng. in 
1890. After a few years spent in general practice 
at Hartlepool he moved to Newcastle. He was 
elected assistant surgeon to the Royal Infirmary 
in 1888, surgeon in 1897, and consulting surgeon 
in 1913, and occupied the chair of surgery at 
Durham University from 1910 to 1921. During 
the 1914-18 War he introduced ‘bipp’. He 
died in 1939, at 85. A fine teacher and a great 
surgeon, his views on surgery were said to have 
been twenty years ahead of his time. He was 
generosity itself, but did not tolerate fools 
gladly. 

J. M. H. Macleod, M.D., M.R.C.P., Assistant 
Physician for Diseases of the Skin, Charing 
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Cross Hospital, contributes ‘Observations on 
the Therapeutic Value of Radium, and its 
Application’; Dan McKenzie, M.D., F.R.C.S., 
Assistant Surgeon, Central London Throat and 
Ear Hospital, discusses ‘Labyrinthine Nystag- 
mus and Labyrinthine Disease’; H. Lethebx 
Tidy, M.B., M.R.C.P., Medical Registrar to th: 
London Hospital, describes “The Signs and 
Symptoms of Thoracic Aneurysm’; and R. E. 
Humphry, M.R.C.S., L.R.C.P., takes as his 
subject ‘Chloroform Anzsthesia: Some Un- 
appreciated ‘‘Virtues” of Chloroform and 
“Vices” of Ether’. 

‘Notes from Foreign Journals’ deal with ar 
unusual subject, ‘Gouty Sore-Throat, or Gout 
in the Pharynx’. 

Among the books reviewed are ‘A System of 
Syphilis’ by D’Arcy Power and J. Keogh 
Murphy (‘the standard work on Syphilis’); 
‘Trypanosomes and Trypanosomiasis’ by A. 
Laveran and F. Mesnil, translated and much 
enlarged by David Nabarro; and ‘Glandula 
Enlargement and Other Diseases of the Lym- 
phatic System’ by Arthur Edmunds. 

‘Preparations, Inventions, etc.’ mention three 
‘noteworthy additions to vaccine-therapy’ 
(Parke, Davis & Co.): a mixed vaccine for 
acne; acne bacillus vaccine; Neoformans vac- 
cine, ‘an auxiliary to other treatment of cancer’. 

W. R. B. 





Today, the analgesic cream—‘' NEONAL’—affords a 
new measure of relief from pains of rheumatic origin. 
‘NEONAL’ combines the rapid rubefacient action of the 


methy] ester of nicotinic acid with the more prolonged 
activity of the guaiacyl ester. This not only ensures prompt 
and sustained local relief, but facilitates the analgesic 


rheumatic 


penetration of the salicylic ester of ethylene chlorhydrin to 


the underlying tissues. In addition it may well be that the 


pain 


local remedial effect of this ester is enhanced by a 
general systemic reaction resulting from its absorption into 


the blood stream. 


NE ON AL Promotes erythema ... plus deep hyperaema 


TRADE MARK 


Basic N.H.S. price 2/4d. plus P.T. 
May be prescribed on Form EC 10 


Analgesic Cream 


H.R. NAPP LIMITED - 3 & 4, CLEMENTS INN - 


Methyl nicotinate 1% 
Guaiacyl nicotinate 1.5% 
Salicylic ester of 
ethylene chlorhydrin 10% 
Packing: 1-oz tubes 
Samples and literature 
available on request 


LONDON WC2 











